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The  following  are  the  three  objeetives  for  the  SupportNet  projeet.  These  are  provided  here  to 
reference  the  objective(s)  supported  by  the  accomplishment  for  each  of  the  Research  and  Project 
Management  Accomplishments  listed. 

Objective  1:  We  will  conduct  an  initial  needs  assessment  to  determine  the  level  of  secondary 
trauma  and  burnout  in  military  mental  health  providers  from  U.S.  Army  Posts  around  the  country 
in  order  to  establish  prevalence  rates  for  secondary  trauma,  burnout,  and  compassion  fatigue  in 
military  mental  health  providers. 

Objective  2:  We  will  evaluate  the  utility  of  social  cognitive  theory  as  a  framework  for 
understanding  the  stress  process  for  military  mental  health  providers  by  using  a  quantitative 
evaluation  of  coping  self-efficacy  to  predict  negative  outcomes  for  military  mental  health 
providers. 

Objective  3:  We  will  develop  and  evaluate  a  theoretically  based  support  system  called 
SupportNet  to  empower  behavioral  health  providers  in  developing  critical  self-assessment  skills, 
self-regulatory  abilities,  and  support  seeking  capacities  and  will  test  the  system’s  effectiveness 
by  completing  a  randomized  controlled  trial  and  a  program  and  process  evaluation. 

Research  accomplishments 

a)  We  completed  developing  the  SupportNet  website  (Objective  3). 

b)  We  started  a  randomized  controlled  trial  (RCT)  to  test  the  effectiveness  of  SupportNet,  in 
October,  2013  (Objective  3). 

c)  We  authored  a  research  paper  on  the  development  of  the  Secondary  Trauma  Self-Efficacy 
Scale,  published  in  Psychological  Assessment  (Impact  Factor:  2.993)  in  September,  2013. 
The  paper  presents  a  new  method  that  had  to  be  created  to  assess  a  key  resilience 
component  important  in  coping  with  the  effects  of  indirect  exposure  to  trauma  (Objective 
2). 

a.  Cieslak,  R.,  Shoji,  K.,  Luszczynska,  A.,  Taylor,  S.,  Rogala,  A.,  &  Benight,  C.  C. 
(2013).  Secondary  Trauma  Self-Efficacy:  Concept  and  Its  Measurement. 
Psychological  Assessment,  25,  917-928.  doi:  I0.I037/a0032687  (Appendix  I) 

d)  We  published  a  paper  on  the  prevalence  of  secondary  trauma  among  behavioral  health 
providers  working  with  military  personnel  in  November,  2013  in  the  Journal  of  Nervous 
and  Mental  Disease  (Impact  Factor:  1.842).  The  prevalence  of  secondary  traumatic  stress 
among  224  behavioral  health  practitioners  working  with  the  military-related  trauma  was 
19.2%.  Personal  history  of  trauma,  complaints  about  having  too  many  patients,  and  more 
negative  appraisals  of  the  impact  caused  by  an  indirect  exposure  to  trauma  were 
associated  with  higher  frequency  of  secondary  traumatic  stress  symptoms.  A  meta¬ 
analysis  of  existing  studies  showed  the  severity  of  intrusion,  avoidance,  and  arousal 
symptoms  of  secondary  traumatic  stress  was  similar  across  various  groups  of 
professionals  indirectly  exposed  to  trauma  (e.g.,  mental  health  providers,  rescue  workers, 
social  workers)  (Objectives  1  &  2). 

a.  Cieslak,  R.,  Anderson,  V.,  Bock,  J.,  Moore,  B.  A.,  Peterson,  A.  E.  &  Benight,  C. 

C.  (2013).  Secondary  traumatic  stress  among  mental  health  providers  working 
with  the  military:  Prevalence  and  its  work-  and  exposure-related  correlates. 
Journal  of  Nervous  and  Mental  Disease,  201,  917-925.  doi:  10.1097/NMD. 
0000000000000034  (Appendix  II) 
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e) 


0 


g) 


h) 


0 


j) 


A  meta- analytic  paper  on  the  relationship  between  secondary  traumatic  stress  and  job 
burnout  was  published  in  a  special  section  for  Secondary  Trauma  and  Burnout  in 
Psychological  Services  (Impact  Factor:  1.075)  in  February,  2014.  Our  systematic  review 
of  the  literature  yielded  41  original  studies,  reporting  data  from  8,256  workers.  The  meta¬ 
analysis  indicated  the  association  between  job  burnout  and  secondary  traumatic  stress 
was  strong  (weighted  r  =  .69)  (Objective  1). 

a.  Cieslak,  R.,  Shoji,  K.,  Douglas,  A.,  Melville,  E.,  Luszczynska,  A.,  &  Benight,  C. 
C.  (2014).  A  meta-analysis  of  the  relationship  between  job  burnout  and  secondary 
traumatic  stress  among  workers  with  indirect  exposure  to  trauma.  Psychological 
Services,  11,  75-86.  doi:10.1037/a0033798  (Appendix  III) 

We  authored  a  paper  on  the  mediating  role  of  social  support  and  secondary  traumatic 
self-efficacy  in  the  relationship  between  secondary  traumatic  stress  and  secondary 
traumatic  growth,  which  was  published  online  in  Journal  of  Clinical  Psychology 
(Appendix  IV)  in  January,  2014.  This  study  tested  two  alternative  hypotheses  involving 
social  support  and  self-efficacy  as  mediators  in  a  longitudinal  design.  This  paper 
consisted  of  2  studies  involving  115  military  behavioral  healthcare  providers  in  the  U.S. 
and  189  workers  exposed  to  secondary  trauma  who  completed  both  Time  1  and  Time  2 
online  surveys.  In  both  studies,  results  supported  a  cultivation  hypothesis,  which  posits 
that  self-efficacy  enhances  social  support,  which  further  facilitates  secondary  traumatic 
growth  in  the  long  term  (Objective  2). 

a.  Shoji,  K.  Bock,  J.,  Cieslak,  R.,  Zukowska,  K,  Luszczynska,  A.,  &  Benight,  C.  C. 
(2014).  Cultivating  secondary  traumatic  growth  among  healthcare  workers:  The 
role  of  social  support  and  self-efficacy.  Journal  of  Clinical  Psychology.  Online 
advanced  publication.  (Appendix  IV). 

A  meta-analytic  paper  on  the  relationship  between  job  burnout  and  self-efficacy  was 
submitted  to  Anxiety,  Stress,  and  Coping.  Our  systematic  literature  search  found  53 
original  studies  meeting  inclusion  and  evaluation  criteria.  Preliminary  results  show  there 
is  a  moderate  association  between  job  burnout  and  self-efficacy.  Our  tests  of  moderation 
are  underway  (Objectives  1  &  2). 

a.  Shoji,  K.,  Cieslak,  R.,  Smoktunowicz,  E.,  Rogala,  A.,  K,  Luszczynska,  A.,  & 
Benight,  C.  C.  (2014).  Association  between  job  burnout  and  self-efficacy:  A 
meta-analysis.  Manuscript  under  review. 

We  presented  a  paper  on  a  meta-analysis  of  the  relationship  between  secondary  traumatic 
stress  and  job  burnout,  at  the  European  Society  for  Traumatic  Stress  Studies  in  June, 

2013  in  Bologna,  Italy  (Objective  1). 

a.  Cieslak,  R.,  Shoji,  K.,  Benight,  C.  C.,  &  Luszczynska,  A.  (June,  2013).  The 

relationship  between  secondary  traumatic  stress  and  job  burnout:  A  meta-analysis 
(Appendix  V). 

We  presented  a  poster  on  the  development  and  validation  of  a  secondary  trauma  self- 
efficacy  scale  at  the  European  Health  Psychology  Society  Annual  Conference  in  July, 
2013  in  Bordeaux,  Prance  (Objective  2). 

a.  Rogala,  A.,  Cieslak,  R.,  Shoji,  K.,  Luszczynska,  K.,  Taylor,  S.,  &  Benight,  C.  C. 
(July,  2013).  Secondary  trauma  self-efficacy  scale:  Psychometric  evaluation 
(Appendix  VI). 

A  book  chapter  on  job  burnout  was  published  in  a  book  dedicated  to  military 
psychologists,  in  July,  2013  (Objective  1). 
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a.  Benight,  C.C  &  Cieslak,  R.  (2013).  Professional  Burnout.  In  B.  A.  Moore  &  J.  E. 
Barnett  (Eds.).  Military  Psychologists  ’  Desk  Reference.  New  York:  Oxford 
University  Press.  (Appendix  VII) 

http://global.oup.eom/aeademie/produet/military-psyehologists-desk-referenee- 
9780199928262?q=Military  Psyehologists'  Desk  Referenee&lang=en&ee= 

k)  We  presented  two  posters  at  the  APA  Annual  Conferenee  in  August,  2013  in  Honolulu, 
Hawaii.  (Objeetive  1  &  2). 

a.  Book,  J.,  Shoji,  K.,  Cieslak,  R.,  &  Benight,  C.  C.  (August,  2013)  Effeots  of  sooial 
support  and  self-effioaoy  on  secondary  traumatic  growth  (Appendix  VIII). 

b.  Shoji,  K.,  Euther,  E.,  Cieslak,  R.,  Smoktunowicz,  E.,  &  Benight,  C.  C.  (August, 

2013)  Indirect  effect  of  job  burnout  on  job  engagement  (Appendix  IX). 

l)  We  presented  a  paper  at  the  Scientific  Conference  of  the  Australian  Society  for 
Behavioural  Health  and  Medicine  Annual  Conference  in  Eebruary,  2014  in  Auckland, 
New  Zealand  (Objective  1  &  2). 

a.  Cieslak,  R.,  Shoji,  K.,  Rogala,  A.,  Smoktunowitz,  E.,  &  Benight,  C.  C.  (Eebruary, 
A  meta- analysis  of  the  relationship  between  self-efficacy  and  job  burnout 
(Appendix  X). 

m)  Our  submitted  poster  presentation  was  accepted  for  the  Medicine  2.0  Annual  Conference 
in  November,  2014  in  Maui,  Hawaii  (Objective  3). 

a.  Shoji,  K.,  Gibson,  E.,  Cieslak,  R.,  Anderson,  V.,  Bock,  J.,  Decker,  E.,  Yeager,  C., 
&  Benight,  C.  C.  (November,  2014).  SupportNet:  Preliminary  results  of  a 
randomized  controlled  trial  (Appendix  XI). 

n)  We  submitted  a  poster  presentation  for  the  International  Society  for  Research  on  Internet 
Intervention  Annual  Conference  in  October,  2014  in  Valencia,  Spain  (Objective  3). 

a.  Shoji,  K.,  Yeager,  C.,  Gibson,  E.,  Cieslak,  R.,  Bock,  J.,  Decker,  E.,  Anderson,  V., 
&  Benight,  C.  C.  (October,  2014).  SupportNet  for  military  behavioral  healthcare 
providers:  Website  engagement  and  job  burnout  (Appendix  XII). 

o)  We  submitted  two  poster  presentations  for  the  International  Society  for  Traumatic  Stress 
Studies  Annual  Conference  in  November,  2014  in  Miami,  Elorida  (Objective  2). 

a.  Euther,  E.,  Yeager,  C.,  Shoji,  K.,  Gibson,  E.,  Bock,  J.,  Bhalla,  A.,  Durham,  R.,  & 
Benight,  C.  C.  (November,  2014).  The  relationship  between  web  intervention 
engagement  and  job  burnout:  A  moderated-mediation  model  using  technology 
readiness  and  job  burnout  self-efficacy  (Appendix  XIII). 

b.  Boesdorfer,  G.,  Nocoles,  C.,  Shoji,  K.,  Benight,  C.  C.,  &  Gibson,  E.  (November, 

2014) .  Effects  of  sexual  assault  history  on  the  relationship  between  secondary 
traumatic  stress,  job  burnout  self-efficacy,  and  burnout  for  military  mental  health 
providers  (Appendix  XIV). 

p)  We  presented  a  paper  at  the  annual  conference  of  the  International  Society  for  Traumatic 
Stress  Studies  in  November  2013  in  Philadelphia,  PA. 

a.  Benight,  C.  C.,  Cieslak,  R.,  Anderson,  V.,  Moore,  B.,  &  Peterson,  A.  (2013, 
November).  Secondary  Traumatic  Stress  among  Army  Mental  Health  Providers: 
Prevalence  and  its  Work-  and  Exposure-  Related  Correlates.  (Appendix  XVI). 

q)  The  next  research  publication,  which  is  underway,  addresses  the  directionality  of  the 
relationship  between  job  burnout  and  secondary  traumatic  stress.  We  are  evaluating 
whether  job  burnout  leads  to  development  of  secondary  traumatic  stress,  or  secondary 
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traumatic  stress  leads  to  development  of  job  burnout.  The  results  have  important 
implieations-  Preliminary  results  indieated  having  high  levels  of  job  burnout  at  Time  1 
lead  to  seeondary  traumatie  stress  at  Time  2  (6  months  later).  However,  high  levels  of 
seeondary  traumatie  stress  at  Time  1  do  not  appear  to  affeet  the  development  of  job 
burnout  at  Time  2. 

r)  Another  researeh  publieation  underway  involves  exploration  of  a  possible  nonlinear 
indirect  effect  of  job  burnout  self-efficacy  in  the  relationship  between  oeeupational 
constraints  and  job  burnout.  Preliminary  results  show  oeeupational  constraints  have  a 
logarithmic  relationship  with  job  burnout  self-efficaey,  and  job  burnout  self-effioaey  has 
an  exponential  relationship  with  job  burnout.  These  results  have  important  olinieal  and 
theoretieal  implications. 

s)  We  have  begun  a  book  based  on  the  researeh  findings  and  lessons  learned  from  the 
SupportNet  initiative  designed  for  key  stakeholders  (e.g.,  directors  of  behavioral  health, 
military  mental  health  providers,  oeeupational  health  providers,  hospital  commanders, 
etc.).  Tentatively  titled,  "After  the  Battlefield;  Secondary  Trauma  and  Burnout  in  Military 
Mental  Health  Providers",  the  work  will  cover  what  we  have  learned  in  the  proeess  of 
completing  this  project,  including  the  important  implieations  of  our  prevalenee  findings, 
challenges  assoeiated  with  our  web  intervention,  condueting  our  Clinieal  Trial,  and  our 
RCT  outcomes. 

t)  Our  external  program  evaluator  completed  an  internal  qualitative  proeess  evaluation  of 
the  SupportNet  team,  and  a  final  quantitative  process  and  outcome  evaluation.  (Objective 
3).  (Appendix  XV). 

a.  Bhalla,  B.A.,  Teel,  M.,  &  Durham  R.  (2014)  Process  and  outcome  evaluation  for 
SupportNet.  Unpublished  manuseript.  University  of  Colorado  Colorado  Springs, 
Colorado  Springs,  CO. 


Intervention  design  and  development  accomplishments 

a)  None.  The  SupportNet  intervention,  including  the  online  platform  and  coaching  model, 
were  eompleted  by  the  time  of  submission  of  the  2013  Annual  Report. 


Project  management  accomplishments 

a)  We  extended  the  SupportNet  elinical  trial  to  include  Licensed  Clinical  Social  Workers  at 
Ft  Carson.  We  did  so  to  aceommodate  these  individuals  and  to  buttress  the  statistical 
power  in  our  study. 


Recommended  Changes  and  Future  Work 

One  area  for  future  work  the  SupportNet  Research  Team  is  now  exploring  with  officials  from  Ft, 
Carson.  Given  the  absenee  of  empirieal  studies  on  Secondary  Traumatic  Stress  and  job  burnout 
in  military  nurses,  and  no  randomized  eontrol  trial  data  available  on  the  evaluation  of 
interventions  for  secondary  trauma  and  burnout  in  military  nurses,  we  have  proposed  to  extend 
SupportNet  work  to  military  nurses  using  the  information  gained  from  our  SupportNet  project. 
This  project  is  labelled  MedNet  and  the  proposal  was  submitted  to  TATRC.  Preliminary  results 
of  the  SupportNet  Randomized  Controlled  Trial  (RCT)  suggest  a  significant  positive  effect  for 
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the  coaching/internet  platform  tandem  in  redueing  burnout  when  eompared  to  waitlist  eontrol  or 
internet-only  eontrol  eonditions.  These  are  promising  results,  but  we  need  to  assess  the 
robustness  and  generalizability  of  this  effeet.  The  primary  foeus  of  MedNet  will  be  a  logieal 
extension  of  the  SupportNet  work  to  military  nurses.  Our  diseoveries  in  the  SupportNet  RCT  will 
also  allow  us  to  make  improvements  in  the  eoaehing  model  and  online  platform,  whieh  we  hope 
to  demonstrate  in  this  follow-on  projeet.  Our  speeifio  MedNet  aims  inelude: 

1 .  Conduet  a  longitudinal  theoretieally-based  prevalenee  study  of  job  burnout  and  seeondary 
traumatie  stress  among  aetive  duty  and  GS  eivilian  nurses  working  at  the  1 1  faeilities  in 
the  Southern  Regional  Medieal  Command  (SRMC)  and  Evans  Army  Community 
Hospital  (EACH),  Eort  Carson,  Colorado. 

2.  Conduet  a  randomized  elinieal  trial  of  aetive  duty  and  GS  eivilian  nurses  testing  MedNet, 
the  SupportNet  intervention  adapted  for  nurses. 

3.  Transfer  teehnology  and  other  intervention  eomponents  to  stakeholder  organizations  to 
faeilitate  eommereialization  and  dissemination  to  other  military  and  eivilian  nurses. 

We  are  also  negotiating  with  TESSA,  a  loeal  domestie  violenee  NGO,  to  explore  the  options  of 
working  with  them  in  a  serviee-oriented  eapaeity  leveraging  the  SupportNet  eoaehing/intemet 
intervention.  TESSA’s  mission  is  to  help  women  and  their  ehildren  aehieve  safety  and  wellbeing 
while  ehallenging  eommunities  to  end  sexual  and  family  violenee.  In  the  proeess,  TESSA  sees  a 
signifieant  number  of  military  elients.  Our  vision  is  to  leverage  the  THHC  Team’s  expertise  and 
our  learnings  from  the  SupportNet  researeh  in  a  eommunity  outreaeh  venue,  to  help  TESSA 
vietim  advoeates  deal  with  their  mission-related  health  ehallenges. 


KEY  RESEARCH  ACCOMPLISHMENTS: 

a)  We  initiated  the  Randomized  Controlled  Trial,  and  began  the  proeess  of  eolleoting  data. 
We  projeet  eompletion  of  this  phase  of  the  researeh  around  November  2014.  Appendix 
XVII  displays  the  CONSORT  Chart  for  SupportNet,  whieh  summarizes  the  flow  of  the 
RCT  to  this  point,  not  ineluding  three  ECSW  partieipants  from  Et.  Carson  who  have  yet 
to  aetively  engage  in  the  Trial. 

b)  Researeh  papers  authored; 

a.  Professional  Burnout  (Book  Chapter) 

b.  Indireet  effeet  of  job  burnout  on  job  engagement  (Poster) 

e.  A  meta-analysis  of  the  relationship  between  self-efficaey  and  job  burnout 

d.  SupportNet:  Preliminary  results  of  a  randomized  eontrolled  trial  (Poster) 

e.  SupportNet  for  military  behavioral  healtheare  providers:  Website  engagement  and 
job  burnout  (Poster) 

f  The  relationship  between  web  intervention  engagement  and  job  burnout:  A 
moderated-mediation  model  using  teehnology  readiness  and  job  burnout  self- 
effieaey  (Poster) 

g.  Effeets  of  sexual  assault  history  on  the  relationship  between  seeondary  traumatie 
stress,  job  burnout  self-effieaey,  and  burnout  for  military  mental  health  providers 
(Poster) 
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REPORTABLE  OUTCOMES: 


Published  and  Accepted  Papers  and  Abstracts, 

Cieslak,  R.,  Shoji,  K.,  Luszczynska,  A.,  Taylor,  S.,  Rogala,  A.,  &  Benight,  C.  C.  (2013, 
May  6).  Secondary  Trauma  Self-Efficacy:  Concept  and  Its  Measurement.  Psychological 
Assessment.  Advance  online  publication,  doi:  10.1037/a0032687  (Appendix  I) 

Cieslak,  R.,  Anderson,  V.,  Bock,  J.,  Moore,  B.  A.,  &  Peterson,  A.  L.  &  Benight,  C.  C 
(2013).  Secondary  traumatic  stress  among  mental  health  providers  working  with  the  military: 
Prevalence  and  its  work-  and  exposure-related  correlates.  Accepted  for  publication.  (Appendix 
11) 


Cieslak,  R.,  Shoji,  K.,  Douglas,  A.,  Melville,  E.,  Euszczynska,  A.,  &  Benight,  C.  C. 
(2013).  A  meta-analysis  of  the  relationship  between  job  burnout  and  secondary  traumatic  stress 
among  workers  with  indirect  exposure  to  trauma.  Accepted  for  Publication.  (Appendix  III) 

Benight,  C.C  &  Cieslak,  R.  (2013).  Professional  Burnout.  In  B.  A.  Moore  &  J.  E.  Barnett 
(Eds.).  Military  Psychologists  ’  Desk  Reference.  New  York:  Oxford  University  Press.  (Appendix 
VI) 

http://global.oup.com/academic/product/military-psychologists-desk-reference- 
9780199928262?q=Mihtary  Psychologists'  Desk  Reference&lang=en&cc= 

Bock,  J.,  Shoji,  K.,  Cieslak,  R.,  &  Benight,  C.  C.  (2013).  Effects  of  Social  Support  and 
Self-efficacy  on  Secondary  Traumatic  Growth.  Accepted  for  presentation  at  the  American 
Psychological  Association  Annual  Meeting. 

Shoji,  K.,  Euther,  E.,  Cieslak,  R.,  Smoktunowicz,  E.,  &  Benight,  C.  C.  (2013).  Indirect 
Effect  of  Job  Burnout  on  Job  Engagement.  Accepted  for  presentation  at  the  American 
Psychological  Association  Annual  Meeting. 

Clinton,  M.,  Benight,  C.  C.,  Cieslak,  R.,  Bock,  J.,  &  Anderson,  V.  (2012).  The 
Regressive  Coping  Scale:  Evaluating  the  Risk  Eactors  for  Job  Burnout.  Poster  presented  at  the 
28^’’  annual  conference  of  the  International  Society  for  Traumatic  Stress  Studies.  Los  Angeles, 
CA. 

Funding  Applications 

We  submitted  two  grant  proposals  this  past  year  related  to  SupportNet  research.  The  first, 
MedNet,  was  described  above. 

The  second,  EireNet,  aims  to  understand  the  scope  of  the  behavioral  health  risks  to  Wildland 
Eirefighters  (WEEERS),  and  provide  innovative  interventions  to  mitigate  the  problems. 
Posttraumatic  stress  prevalence  among  firefighters  exposed  to  natural  disasters  has  been 
estimated  at  17.2%.  However,  little  is  known  about  the  prevalence  of  these  issues  in  WEEERs 
nor  the  psychological  mechanisms  underlying  these  negative  behavioral  consequences.  Even  less 


9 


is  known  about  how  to  address  the  behavioral  health  consequenees  of  the  unique  WFFER 
oeeupation.  To  bridge  the  gap,  we  proposed  a  3 -part  initiative:  1)  a  prevalenee  study  to 
investigate  WFFER  culture,  stress  /  trauma  and  job  burnout,  and  the  mechanisms  relating  these 
factors  to  critical  work  outcomes  like  turnover  intent;  2)  an  exploratory  study  examining  the 
feasibility  of  conducting  a  behavioral  health  intervention  with  WEEERs  designed  to  manage 
unique  “cultural”  barriers  and  enhance  WEEER  overall  wellness;  and  3)  a  dissemination  phase, 
incorporating  publishing  study  findings  and  institution-wide  implementation  of  a  Social  Norms 
Marketing  Campaign. 

EireNet  capitalizes  on  a  unique  collaboration  that  brings  together  the  scientific  and  clinical 
expertise  of  the  Trauma,  Health,  and  Hazards  Center  at  the  University  of  Colorado  Colorado 
Springs  with  partners  from  CAL  EIRE  and  the  U.S.  Eire  Service  (USES).  This  combination 
offers  a  scientifically  solid  and  feasible  approach  to  generate  critical  new  knowledge  and 
intervention  support  to  this  population.  Year  1  will  uncover  the  prevalence  of  behavioral  health 
consequences  associated  with  WEEER  occupational  demands.  Specific  Aims  of  EireNet  include: 

1.  Determine  the  prevalence  of  posttraumatic  stress,  job  burnout,  quality  of  life,  alcohol 
use,  and  turnover  intent  among  WEEERs,  as  well  as  their  perceived  organizational  resources  and 
demands. 

2.  Evaluate  the  effectiveness  of  the  EireNet  intervention  among  WEEERs,  complemented 
by  a  Social  Norms  campaign  to  challenge  existing  WEEER  culture  limiting  help-seeking. 

CONCLUSION: 

The  third  year  of  SupportNet  was  productive.  We  made  progress  toward  completing  Objectives  2 
and  3  of  this  research  (Objective  1  having  already  been  met). 

We  published  5  primary  publications  and  a  book  chapter  that  address  Objectives  2  and  3. 

We  produced  7  posters  accepted  for  presentation  at  several  national  and  international 
professional  meetings,  and  presented  a  paper  on  our  work. 

We  submitted  a  request  for  future  funding  to  extend  this  work  for  an  additional  year. 

We  are  progressing  on  about  2  other  papers  and  a  book  this  year  and  are  investigating  future 
grant  opportunities. 
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APPENDICES: 


Appendix  I:  Paper:  Secondary  Trauma  Self-Efficacy:  Concept  and  Its  Measurement 
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Secondary  Trauma  Self-Efficacy:  Concept  and  Its  Measurement 
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Tlie  Secondary  Trauma  Self-Efficacy  (STSE)  Scale  was  de>eloped  and  psycbometfically  evaluated  in  2 
studies  targeting  populations  indirectly  exposed  to  traumatic  events  through  wort  with  traumatized 
clieots.  Study  1  enrolled  beha>iofal  health  professionab  (a  =  2471  prm'idiflg  trauma  therapy  for  military 
clients  in  the  United  States.  Study  2  investigated  characteristics  of  the  STSE  Scale  amot^  heatlh  care  and 
social  workers  (An  —  306.  =  193)  providii^  senioes  for  trauma  victims  and  survivors  in  Poland. 

Rooted  in  social  cognitive  theory,  the  T-iiem  STSE  Scale  is  used  to  evaluate  perceived  ability  lo  cope 
with  the  challengiog  demands  resultiog  from  work  with  traumatized  clieots  and  perceived  ability  to  deal 
with  the  secondary  traumatic  stress  symptoms.  In  both  studies,  explwatory  and  confirmatory  factor 
analysis  showed  unidimeosiooality  of  the  scale.  The  results  iodicaled  good  internal  consistency  of  the 
STSE  Scale  and  its  stability  over  time.  STSE  correlated  highly  or  moderately  with  secondary  traumatic 
stress  symptoms.  Comparatively,  associatiofls  between  STSE  and  perceived  social  support,  secondary 
traumatic  growth,  and  negative  beliefs  about  the  world  and  self  were  either  moderate  or  low.  The  STSE 
factor  structure  and  paOem  of  correlatiofts  with  the  validity  measures  were  invariant  across  the  2  studies, 
which  indicated  that  the  STSE  Scale  may  be  a  culturally  unbiased  instniment. 

Keywords:  secondary  traumatic  stress,  self-efficacy,  roeasuremeoi  validity,  measurement  reliabiUt)' 


Secondary  exposure  to  trauma  refers  to  the  widespread  phenom¬ 
enon  of  indirect  exposure  to  difTcrent  types  of  traumatic  material, 
such  as  contacts  with  people  who  have  experienced  traumatic 
events,  cxposuie  lo  graphic  trauma  content  (e.g.,  reported  by  the 
survivor),  exposure  to  people’s  cnielty  to  one  another,  and  obser¬ 
vation  of  and  participation  in  ifaumatk  reenactments  CPearlman  & 
Saakvitne.  1995).  Indirect  exposure  may  be  an  inherent  character¬ 


istic  of  occupations  such  as  mental  health,  health  care,  arul  social 
work,  which  involve  providing  clinical  services  to  traumatized 
populations  (Klwood.  Motu  Lohr.  &  Galovski.  2011).  Although 
indirtret  (also  referred  to  as  secondary  or  vicarious)  exposure  to 
trauma  through  work  might  have  a  positive  effect  on  service 
providers’  posttraumatic  growth  (Brockhouse.  Msetfi.  Cohen.  & 
Joseph.  2011).  research  suggests  that  indirect  exposure  is  related  to 


This  article  was  published  Online  First  May  6.  2013. 

Roman  Cieslak.  Trauma.  Health,  and  Hazards  Center.  University  of 
Colorado  at  Colorado  Springs,  and  Department  of  Psychology.  University 
of  Social  Sciences  and  Humanities.  Warsaw.  Poland;  Kotaro  Sboji. 
Trauma  Hcatih.  and  Hazards  Center.  University  of  Colorado  at  Colorado 
Springs:  Aleksandra  Luszczynska  Trauma  Health,  and  Hazards  Center. 
University  of  Colorado  at  Colorado  Springs,  and  Departinent  of  Psychol¬ 
ogy.  University  of  Social  Sciences  and  Huinnnities.  Wroclaw.  Poland: 
Sandra  Taylor.  Department  of  Psychology.  University  of  Colorado  at 
Colorado  Springs:  Aiuu  Rogala  Department  of  Psychology.  University  of 
Social  Sciences  and  Humanitjes.  Warsaw.  Poland:  Charles  C.  BenighL 
Trauma  Health,  and  Hazards  Center  and  Department  of  Psyebiriogy. 
University  of  Colorado  at  Colorado  Springs. 

Study  I  was  made  possible  by  a  research  grant  that  was  awarded  to 
diaries  C.  Benight  and  administered  by  the  U.S.  Army  Medical  Re¬ 


search  and  Malencl  Command  and  the  Telemedicine  and  Advanced 
Technology  Research  Center  at  Fort  Detrick.  Maryland,  under  Contract 
Number  W81XWH-1 1-2-0153.  Study  2  was  supported  by  Grant 
N-N106  139537  from  the  National  Science  Center.  Poland.  The  con¬ 
tribution  by  Aleksandra  Luszczynska  was  supported  by  the  Foundation 
for  Polish  Science.  Master's  Program. 

The  views  expressed  in  this  article  are  solely  those  of  the  authon  and 
do  not  represent  an  endorsement  by  or  the  official  policy  of  the  U.S. 
Army,  the  Department  of  Defense,  or  the  U.S.  government. 

Correspondence  concerning  this  article  should  be  addressed  to  Ro¬ 
man  Cieslak  or  Charles  C.  Benight.  Trauma.  Health,  and  Hazards 
Center.  University  of  Colorado  at  Colorado  Springs.  1420  Austin  Bluffs 
Parkway.  Colorado  S|Nings.  CO  80819.  E-mail:  rcieslak9uccs.edu  or 
cbenight  9nccsedu 
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highcr  levels  of  distress  (Pcariman  &  Maclan.  1995),  negative 
cognitions  or  low  les'cls  of  self-trust  (Pearlman  &  Maclan.  199$), 
and  secondary  traumatic  stress  (Hlwood  et  al..  2011). 

Secondary  traumatic  stress  is  one  of  the  most  often  investigated 
negads'c  consequences  of  indirect  exposure  to  trauma.  Although 
there  arc  many  dclinitions  of  secondary  traumatic  stress,  in  this 
article  it  is  defined  as  reactions  resembling  posttraumatic  stress, 
such  as  intrusive  rc<xpcrictKing  of  the  traumatic  material,  avoid¬ 
ance  of  trauma  triggers,  artd  emotions  aiMJ  increased  arousal,  all 
resulting  from  indirect  exposure  to  trauma  (Bride.  Robinson.  Yc- 
gidis,  &  Figley.  2004).  Prevalence  of  secondary  traumatic  stress 
varies  from  15.2%  among  social  workers  (Bride.  2007),  163%  in 
ocKology  staff  ((^nal.  Harford.  &  Rutledge.  2009).  19%  in  sub¬ 
stance  abuse  counselors  (Bride.  Hatcher,  &.  Humble.  2009).  32.8% 
in  emergency  nurses  (Dominguez-Oomez  &  Rutledge.  2009).  34% 
in  child  protective  services  workers  (Bride.  Jones.  &  Mac.Mastcr. 
2007),  to  39%  in  juvenile  justice  education  workers  (Hatcher. 
Bride.  Oh.  King.  &  Catictt.  201 1). 

Self-Kfflcacy  as  a  Protective  Factor 

In  response  to  the  common  secondary  traumatization  exposure 
and  its  cooscquctKcs  among  several  occupational  groups,  re¬ 
searchers  and  professionals  have  advocated  for  testing  protective 
factors  (Elwood  et  al.,  2011:  Tyson.  2007).  Some  individual  pro¬ 
tective  characteristics,  such  as  years  of  experiervee  as  a  clinician 
(Voss  Hofiell.  Holohan.  Didion.  &.  VarKc.  201 1),  may  be  hard  to 
modify.  The  effectiveness  of  sclf-carc  activities  (c.g..  leisure  time) 
in  reduction  or  prevention  of  distress  and  secondary  traumatic 
stress  symptoms  is  limited  (Bober  &  Rcgchr.  2006).  In  contrast, 
trauma-related  cognitions,  such  as  sclf<fTicacy.  are  modifiable 
factors  that  titty  contribute  to  posttraumatic  adaptation  (Khtcis  & 
Dark,  2000). 

Sclf<fficacy  is  among  the  cognitiorts  that  may  be  seen  as  a 
proximal  determinant  of  health-related  outcomes  after  a  traumatic 
event  (Benight  &  Bandura.  2004).  According  to  social  cognitive 
theory  (SCT).  self-efficacy  mirrors  a  scrasc  of  control  over  envi¬ 
ronment  and  refers  to  the  perceived  ability  to  master  challenging 
demands  (such  as  major  stressful  events  and  their  aftermath)  by 
means  of  adaptive  actions  (Bandura.  1 997).  Self-efficacy  makes  a 
difference  in  how  people  feel,  think,  and  act  (Bandura.  1997). 
Recent  SCT  devciopinenis  suggest  that  beliefs  about  one's  own 
abilities  to  cope  help  in  overcoming  difficulties  arising  after  ex¬ 
posure  to  a  traumatic  event  (Benight  &  Bandura.  2004).  A  sys¬ 
tematic  review  confirmed  large  signiheant  negative  associations 
between  sclf-cfficacy  and  negative  coosoqucnccs  of  traumatiza¬ 
tion.  such  as  posttraumatic  stress  disorder  (PTSD:  Luszczynska. 
Benight.  &  Cicsiak.  2009). 

Secondan'  Trauma  Self-Efficacy 

Although  multiple  studies  have  shown  that  sclf-cfficacy  ex¬ 
plains  posttraumatic  adaptation  (cf.  Luszczynska  et  al..  2009)  and 
several  measures  to  assess  self-efficacy  among  trauma  survivors 
have  been  developed  (c.g..  Hyre  ct  al..  2(KI8;  Lambert.  Benight. 
Harrison.  &  Cicsiak.  2012),  wc  found  very  few  studies  investigat¬ 
ing  sclf-cfficacy  or  other  positive  cognitions  in  the  context  of 
secondary  exposure  to  trauma  and  its  consequences.  Wc  identified 
only  three  studies  testing  for  sclf-cfficacy  and  health  outcomes  of 
secondary  trauma  exposure. 


Among  professionals  who  are  at  risk  for  vicarious  exposure, 
sclf-cfficacy  is  associated  w-ith  better  quality  of  life  (Prati.  Pictran- 
toni.  &  Cicognani.  2010),  less  compassion  fatigue  (Ortlcpp  & 
Friedman.  2002)  and  lower  levels  of  secondary  traumatic  stress 
(Bonach  &  Heckert.  2012).  It  is  important  to  note  that  those  studies 
assessed  work-related  self-efficacy,  referring  to  perceptions  of 
training  efficiency  and  perceptions  of  personal  effectiveness  at 
work  (Bonach  &.  Heckert.  2012;  Ortlcpp  &  Friedman.  2002).  or 
assessed  general  perceptions  of  the  capability  to  face  various 
challenges  al  wcMk  (Prati  ct  al..  2010).  This  work-related  ^proach 
to  measure  sclf-cfficacy  may  be  an  optimal  choice  to  investigate 
associations  bctwxxn  aggravated  job  stress  levels  among  workers 
and  global  consoquciKcs  of  stress  (c.g..  quality  of  life,  general 
distress).  In  contrast  exploring  the  role  of  scIf-cfBcacy  beliefs  in 
the  context  of  secondary  trauma  exposure  and  its  potential  conse¬ 
quences  requires  evaluating  beliefs  about  the  capability  to  cope 
with  thoughts  and  feelings  related  to  secondary  trauma  exposure. 
As  SCT  suggests,  contexts  of  sclf-cfficacy  should  match  the  spec¬ 
ificity  of  the  environment  (c.g.,  types  of  stressors)  and  the  out¬ 
comes.  Such  an  ^proach  is  also  in  line  w-ith  the  optimal  matching 
hypothesis  (Cutrona.  1990),  indicating  the  need  for  testing  the  role 
of  social  cognitive  mediators  that  match  the  type  of  stressor  aiKl 
stress  outcomes.  Therefore,  secondary  trauma  seif-efficacy  (STSE) 
is  dclincd  in  this  article  as  perceived  ability  to  cope  with  the 
challenging  demands  resulting  from  w-ork  with  traumatized  clients 
and  perceived  ability  to  deal  with  the  secondary  traumatic  stress 
symptoms. 

Aim  of  (he  Study 

A  lack  of  knowledge  about  the  relationships  between  self- 
efficacy  and  outcomes  of  secondary  trauma  exposure  among  clin¬ 
ical  service  providers  may  be  due  to  the  fact  that  no  existing 
measure  of  self-cfficacy  is  available  to  assess  these  relationships. 
To  fill  this  void,  wc  evaluated  the  psychometric  properties  of  a 
newly  developed  measure  of  secondary*  trauma  self-efficacy.  It 
was  hypothesized  that  the  STSE  Scale  would  have  a  unidimen- 
sionai  structure,  similar  to  other  measures  of  self-efficacy  (c.g.. 
Hyre  et  al..  2008;  Schwarzer  &  Jerusalem.  1995).  In  evaluating  the 
congruent  validity  of  the  STSE  Scale,  we  expected  that  STSE 
would  be  moderately  or  strongly  associated  with  secondary  trau¬ 
matic  stress  symptoms.  As  for  the  discriminant  validity,  w'c  hy¬ 
pothesized  that  there  would  be  km-  to  moderate  correlations  be¬ 
tween  STSE  and  other  secondary  traunu-relatcd  cognitions,  such 
as  (a)  perceived  social  suf^xat.  (b)  negative  cognitions  about  self 
and  the  worid.  and  (c)  secondary  traumatic  giow*th. 

Theory  and  research  suggest  that  self-cfficacy  relates  to  other 
cognitions  and  social  resources  that  predict  health-related  out¬ 
comes  (Benight  &  Bandura,  2004).  Self-efficacy  may  be  enhanced 
by  social  support,  or  it  may  affect  social  support  seeking,  thus, 
indirectly  predicting  health-related  outcomes  (cf.  cittbling  and 
cultivation  hypotheses:  Schwamcr  &  Knoll.  2007).  Therefore,  the 
association  between  STSE  wd  perceived  social  support  would  be 
expected. 

Further,  most  prominent  theoretical  frameworks  explaining 
PTSD  symptoms  (e.g..  emotional  processing  theory;  Foa  & 
Rothbaum.  1998)  assume  that  rkcgativc  cognitions  about  self 
and  the  world  arc  key  cognitive  determinants  of  the  outcomes  of 
the  exposure  to  traumatic  stress.  However,  research  has  indi- 
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catcd  that  these  negative  cognitions  operate  through  other 
trauma-spccific  cognitions,  such  as  self-efficacy  (Cicslak.  Be¬ 
night.  &  Lehman.  2008).  Therefore,  secondary  trauma  self- 
efficacy  might  also  be  correlated  with  negative  cognitions  about 
self  and  the  world  resuhing  from  the  indirect  exposure  to 
trauma. 

Social  cognitive  theory  also  implies  that  strong  self-cfficacy 
may  enable  individuals  to  identify  important  opportunities  to 
promote  irsdividual  growth  (Bandura.  1997;  Benight  &  Ban¬ 
dura.  2004).  Perceiving  positive  changes  resulting  from  a  strug¬ 
gle  with  traumatic  events  and  their  consequences  (Calhoun  & 
Tedcschi,  2006)  may  represent  a  positive  outcome  of  posttrau- 
matic  adaptation.  Perceived  posttraumatic  growth  may  be  in¬ 
fluenced  by  sclf-cfficacy.  In  particular,  functional  outcomes 
such  as  perceived  growth  may  develop  if  survivors  start  to 
actively  deal  with  posttraumatic  adversities  (Zocllner  &  Macr- 
ckcr.  2006).  Such  changes  and  individual  growth  may  occur 
after  secondary  trauma  (Arnold.  Calhoun.  Tedcschi.  &  Cann, 
2(X)5).  Therefore,  it  was  hypothesized  that  secorkdary  traumatic 
growth  would  be  associated  with  STSF. 


Study  I 

Method 

Participants.  The  study  was  part  of  a  larger  project  inv'csti- 
giuing  secorkdary  trauma.  vkHMk-rclalcd  demands,  and  resources 
amof^  mental  health  care  providers  working  with  riming  sol¬ 
diers  in  the  United  States.  Inclusion  criteria  for  the  present  study 
were  (a)  working  at  least  1  year  as  a  clinical  psycbologisL  coun¬ 
selor.  or  social  worker,  (b)  providing  services  for  a  military  pop¬ 
ulation;  and  (c)  being  indirectly  exposed  to  trauma  through  inlcr- 
aetkm  with  patients.  Of  312  individuals  who  responded  to  any  of 
the  items  on  the  STSE  Scale.  247  participants  (82  men.  33.2%) 
were  qualified  for  the  present  study  based  on  the  previously 
described  iiKlusion  criteria. 

Table  1  displays  demographic  information  of  the  sample.  On 
average,  participants  were  4839  years  old  (SD  —  13.02).  Ihc 
sample  consisted  of  clinical  psychologists  (47.0%).  counselors  or 
psychotherapists  (29.6%),  arkd  social  workers  (23.5%).  Partici¬ 
pants  experietkccd  indirect  exposure  to  different  types  of  traumatic 


Table  I 

Descripthe  Statistics  for  Study  J  and  Study  2:  Demographics.  Means,  and  Standard  Deviations 


Study  1  (a 

=  247) 

Study  2.  Tl  (a 

=  306) 

Study  1 T2  (a 

=  193) 

Variable 

MiSD) 

%(«) 

MiSD) 

%  (a) 

M  iSD) 

«(«) 

Demographic  characteristics 

Age  (years! 

Gend^ 

4839(13.02) 

35.41  (8.59) 

3S.QS  (8.10) 

Female 

66.8(165) 

75.8  (232) 

79.3(153) 

Male 

Intimate  relationship 

33.2  (82) 

23.2(71) 

19.2  (37) 

Long-term  relalionshtp 

75.7(187) 

73.9(226) 

77.2(149) 

Not  in  a  lelatiooship 

Highest  arademic  degree 

213(55) 

253  (78) 

223  (43) 

High  sdkool 

— 

20.6(63) 

18.1  (35) 

Associate's  degree 

40(1) 

— 

— 

Bachelor’s  degree 

4.0(1) 

21.2(65) 

19.7  (38) 

Master's  degree 

443(110) 

563(173) 

60.6(147) 

Doctorate  degree 

Profiession 

54.7(135) 

1.0(3) 

058(1) 

Chnical  psychologists 

47.0(116) 

— 

— 

Health  care  providers 

— 

48.4(148) 

45.6  (88) 

Social  worfc^ 

233  (58) 

37.6(115) 

40.9  (79) 

Counselors 

29.6  a3) 

— 

— 

Ocher 

— 

113(38) 

ii.9a3) 

Measures 

Perceived  social  support 

Total 

5.78(1.04) 

5.01  (1.50) 

— 

From  family 

5.63(1  JO) 

4.86(1.71) 

— 

From  friend 

5  70(1.20) 

4.94(1.57) 

— 

From  significant  other 

Negative  cognitioas 

6,02(1^7) 

5.23(1.67) 

— 

About  world 

3.08  (IJ4> 

— 

— 

About  self 

130(0.68) 

— 

Secondary  traumatic  growth 

2J6(IJ8) 

188(1.08) 

— 

Secondary  trauma  self-efficacy 
Secondary  traumatic  stress 

6.15(0.72) 

5.21  (0.93) 

5.28  (0.93) 

Total 

1.86(0.61) 

131  (0.64) 

— 

intrusion 

1.77(038) 

155  (0.74) 

— 

Avoidance 

1.89(0.71) 

114  (065) 

— 

Arousal 

1.92(0.71) 

133  (081) 

— 

Note.  Percentages  may  not  add  up  to  l(XK%  due  to  missing  data.  Tt/T2  =  Hme  1/Tlme  1 
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o'cnU.  including,  for  example.  milhwY  combat  (89.1%).  physical 
assaults  (83.6%)«  motor  vehicle  accidents  (82.6%),  and  natural 
disasters  (68.0%).  Additionally,  all  participants  were  also  directly 
exposed  to  a  traumatic  oent.  with  the  average  number  of  three 
traumatic  events  reported  per  person  (M  ~  3.26.  SD  —  1.84). 

Measures.  Participants  completed  a  set  of  questionnaires 
evaluating  secondary  trauma  self^fRcacy.  secondary  exposure  to 
trauma,  and  measures  used  for  the  validity  assessment. 

Secotidary  trauma  setf-^fficacy.  The  items  of  Secondary 
Trauma  Self-Efficacy  (STSB)  Scale  were  developed  in  three  steps. 
RrsU  three  experimenters  (licensed  psychologists  specializing  in 
secondary  trauma  issues )  conducted  structured  interviews  with  30 
behavioral  health  providers  exposed  to  secondary  traumatic  stress. 
The  interviews  aimed  at  investigating  the  beliefs  about  the  ability 
to  deal  with  work-related  sccoixlary  exposure.  Later,  the  experi¬ 
menters  screened  the  measures  originally  designed  to  assess  per¬ 
ceived  ability  to  cope  with  demands  resulting  from  the  exposure  to 
trauma  and  perceiv^  ability  to  deal  with  PTSD  symptoms  (Cie- 
slak  ct  al..  2008;  Hyre  c4  al..  2008;  Lambert  ct  al..  2012).  They 
independently  selected  up  to  12  Hems,  reflecting  the  self-efficacy 
statements  elicited  in  the  interviews.  Seven  hems  were  selected  by 
all  three  experimenters  and  included  in  the  STSE  Scale.  The 


respective  items  were  modified  to  measure  sclf-efficacy  cognitions 
in  the  context  of  indiiect  exposure  to  trauma  through  work  with 
traumatized  uxlividuals.  In  the  next  step,  the  experimenters  inde¬ 
pendently  screened  the  interview  records  for  recurring  self- 
efficacy  statements  that  were  not  covered  by  the  seven  items 
selected  in  the  previous  step.  Two  additional  sdf-cffkacy  state¬ 
ments  were  identified  using  the  consensus  method  and  were  added 
to  the  STSE  Scale. 

The  preliminary  vcisioo  of  the  STSE  Scale  consisted  of  nine 
items  beginning  with  the  same  stem  phrase  *'How  capable  am  1  to 
. .  .**  followed  by  the  nine  Hems.  Participants  were  asked  to  relate 
these  items  to  their  'Vork  with  people  experiencing  extreme  or 
traumatic  events.**  The  content  of  the  scale  is  presented  in  Rguie 
1.  The  responses  were  given  on  a  7-p<Mnt  Likert-like  scale,  ranging 
from  1  (x'ery  incapabie)  to  7  (very  cqpob/e). 

Secondary  trauma  ejgfosure.  The  Secondary  Trauma  Expo¬ 
sure  Scale  was  developed  for  the  present  study  to  measure  indirect 
exposure  to  traumatic  events  (Cicslak  et  al..  in  press).  It  consists  of 
a  list  of  to  potentially  traumatic  events,  including  natural  disasters, 
motor  vehicle  accidents,  other  serious  accidents,  physical  assaults, 
sexual  assaults,  other  life-threatening  crimes,  military  combat  or 
exposure  to  a  warzooc.  life-threatening  illness  or  injury,  sudden 


Secondary  Trauma  Saif-Efricacy  Scale 


For  each  situation  descrKied  below,  please  rale  how  capable  you  are  to  deal  with  thoughts  or  fee*ngs  that 
occur  (or  may  occur)  as  the  result  ot  your  wck^  with  people  experiencing  extreme  or  traumatic  events. 

Please  rate  each  situation  as  you  CURRENTLY  txMieve. 


Very 

incapable 


Incapable  Somewhat 
incapable 


Neither  incapable 
nor  capable 


Somewhat  Capable 
capable 


Very 

capable 


1  2  3 


4 


5  6  7 


*How  capable  am  I  to .  ..* 


.Deal  wifi  my  emotions  (anger,  sadness,  depression,  anxiety)  about  working  with  these  people 


.Find  some  meaning  in  what  had  happened  to  these  people 


.Control  recurring  dtstressmg  thoughts  or  images  about  these  people 


Deal  witi  thoughts  that  similar  things  may  happen  to  me 


.Be  supportive  lo  others  after  my  eiqMhenoes  with  these  people. 


.Cope  with  thoughts  that  I  can't  handle  working  these  with  people  anymore. 


_ Get  help  from  others  to  better  handle  working  with  these  people. 

Figure  J.  Secondary  Trauma  Self-Efficacy  Scale.  Original  Hem  oufnben  were  1.  3.  4.  5.  7.  8.  and  9.  Two 
excluded  items  were  **DeaI  with  the  impact  these  people  have  had  on  my  bfe**  l  Item  2)  and  “Keep  emotional 
balance  after  realizing  what  had  happened  (o  these  people"  (Item  6). 
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death  of  someone  close,  and  other.  Participants  indicated  whether 
they  had  been  exposed  to  each  traumatic  ovnl  with  a  Yes-cr^No 
format.  Additionally,  they  indicated  how  many  of  these  potentially 
traumatic  events  they  had  personally  experienced. 

Secondary  traumatic  stress.  The  Secondary  Traumatic  Stress 
Scale  (STSS;  Bride,  ct  al..  2004)  is  a  17-itcm  questionrhairr  that 
measures  frequency  of  secondary  traumatic  stress  symptoms  in  the 
previous  month.  It  consists  of  five  items  for  the  Intrusion  subscalc. 
seven  items  for  the  Avoidance  subscale,  and  five  items  for  the 
Arousal  subscale.  Participants  were  instructed  to  evaluate  the 
frequency  of  each  symptom  in  the  relation  to  their  wori  with 
trauma-exposed  clients.  A  5-poinl  Likert-like  scale  was  used, 
ranging  from  1  (never)  to  S  (ve/y  often).  Cronbach's  alphas  for  the 
present  study  were  .94  for  the  total  score.  .SI  for  the  Intrusion 
subscale.  .87  for  the  Avoidance  subscalc.  and  .85  for  the  Arousal 
subscale. 

Perceived  social  support.  The  Multidimensional  Scale  of  Per¬ 
ceived  Social  Support  (MSPSS;  Zimet.  Dahlem.  Zimet.  &  Farley. 
1988)  measures  the  availability  of  social  st4)port  with  12  items. 
The  instruction  was  adjusted  to  refer  to  difficulties  occurring  al 
work.  The  MSPSS  consists  of  four  hems  for  the  Family  subscale, 
four  hems  for  the  FrietKl  subscalc.  and  four  items  for  the  Signif¬ 
icant  Other  subscale.  Participants  rated  the  degree  of  agreement  for 
each  hern  on  a  7-point  Likert-like  scale,  ranging  from  1  (vr/y 
strongly  disagree)  to  7  (very  strongly  agne).  Cronbach’s  alphas 
for  the  present  study  were  .94  for  the  total  score.  .92  for  the  Family 
subscalc.  .95  for  the  Friend  subscalc.  and  .95  for  the  Significant 
Other  subscalc. 

jVrj^fivr  cognitions.  Posttraumatic  Cognition  Inventory 
(PTCI;  Foa.  Hhlers.  Clark,  Tolin.  &  Orsillo.  1999)  measures  neg¬ 
ative  cognitions  after  traumatic  events  and  consists  of  the  Negative 
Cognitions  About  the  World.  Negative  Cognitions  About  Self,  and 
Self-Blame  subscales.  Based  on  the  original  psychometric  data 
(Foa  et  al..  1999).  we  used  seven  items  measuring  Negative  Cog¬ 
nitions  About  the  World  and  seven  items  assessing  Negative 
Cognitions  About  Self.  In  the  modified  instruction,  respondents 
were  asked  to  refer  to  cognitions  occurring  after  the  indirect 
exposure  to  trauma.  The  Sdf-Blamc  subscalc  was  not  used  be¬ 
cause  of  ongoing  discussion  related  to  its  validity  and  reliability 
(Startup.  Makgckgcnenc.  &  Webster.  2007).  Participants  rated  the 
degree  of  agreement  to  each  hem  on  a  7-point  Likert-like  scale, 
ranging  from  1  (totally  disagree)  to  7  (totally  agree).  Cronbach*s 
alphas  for  the  present  study  were  .89  for  the  total  score.  .88  for  the 
Negative  Cognitions  About  the  World,  and  .85  for  the  Negative 
Cognitions  About  Self. 

Secondary  traumatic  growth.  Posttraumatic  Growth 
Inventory-Short  Form  (PTGI-SF,  Cann,  el  al..  2010)  was  used  to 
measure  positive  life  changes  resulting  from  indirect  exposure  to 
trauma.  The  original  PTGI-SF  was  a  lO-rtcm  questionnaire  mea¬ 
suring  experience  of  positive  change  after  a  particular  traumatic 
event.  We  modified  the  instruction  asking  participants  to  rate  the 
degree  of  change  as  a  result  of  their  work  with  patients  who  were 
exposed  to  traumatic  events.  A  6-point  Likert-like  response  scale 
was  used,  ranging  from  0  (/  did  not  experience  this  change)  to  5  (/ 
experienced  this  change  to  a  very  great  degree).  Although  there 
are  five  subscalcs  in  the  PTGI-SF  measuring  different  types  of 
changes,  a  total  score  index  is  used  the  most  often  measure  (Cann 
et  al..  2010).  Cronbach's  alpha  in  the  present  study  for  the  total 
score  was  .92. 


Demographics.  Demographic  questions  iiKludcd  the  year 
participants  were  bom.  their  gender,  whether  they  were  in  an 
intimate  relationship,  their  profession,  and  their  highest  academic 
degree  (Table  1). 

Procedure.  Potential  respondents  were  contacted  via  an 
e-mail  containing  information  about  the  study  and  the  link  to  the 
online  survey.  Off-post  providers,  who  were  located  in  the  civilian 
community,  received  the  e-mail  through  an  online  newsletter  sent 
by  TriWest  Healthcare  Alliance,  an  organization  managing  health 
benefits  for  military  patients  and  their  families.  On-post  providers, 
who  were  located  at  military  installations,  received  the  e-mail  from 
the  director  of  the  Department  of  Behavioral  Health  at  Evans 
Army  Community  Hospital  M  Foit  Carson.  Colorado,  and  from  the 
Psychology  Consultant  to  the  U.S.  Army  Surgeon  funeral.  Re¬ 
spective  agencies  sent  out  standard  invitation  e-mails  to  all  em- 
|4oyecs  who  were  potential  participants  and  advertised  the  study  in 
their  internal  newsletters.  The  response  rate  was  not  available. 
Informed  consents  were  obtained.  The  study  was  approved  by  the 
institutional  review  board  (IRB)  at  the  University  of  Colorado. 

.Analytical  procedures.  Missing  data  for  all  variables  were 
leplaoed  with  hoi  deck  imputation  (Myers.  2011).  The  hot  deck 
imputation  replaces  a  missing  value  with  an  existing  value  of 
another  participant  in  the  same  group  (deck)  as  the  participant  with 
a  missing  value.  The  deck  is  composed  of  combinations  of  levels 
of  categorical  variables.  The  use  of  the  hot  deck  imputation  is 
optimal  even  if  missing  values  arc  not  completely  at  random  when 
missing  values  are  less  than  10%  of  all  values  (Myers.  201 1).  In 
total.  0.61%  of  values  were  replaced.  All  of  the  further  analyses 
were  performed  on  247  participants. 

With  gender,  intimate  relationship  status,  and  profession  as 
categories.  Little's  missing  con^letcly  at  random  (MCAR)  tests 
showed  that  items  were  missing  compiciely  at  random  for  the 
following  scales:  the  STSE.  x^(39)  =  19.87,  p  =  .99,  Secondary 
Traumatic  Growth.  jf^40)  =  40.81.  p  =  .31.  and  the  STSS. 
X^94)  =  77.78.  p  =  .89.  The  items  of  the  MSPSS  and  PTCI  were 
not  missing  completely  at  random.  X^f33)  =  55.74.  p  —  .01,  and 
X^II5)  =  178.l7,p  <  -001.  respectively. 

Using  the  SPSS  Statistics  (Version  20).  the  following  statistical 
procedures  were  applied:  (a)  interitem  correlations  to  analyze 
relationships  among  the  STSE  Scale  items  to  eliminate  items 
whose  conelations  with  each  other  were  too  high  or  too  low;  (b)  a 
prirKipal  component  analysis  to  explore  possible  dimensions  of  the 
STSE  Scale:  (c)  Cronbach's  alpha  to  assess  internal  consistency 
reliability;  (d)  confirmatory  factor  analysis  to  test  hypothesized 
unidimensionality  of  the  scale;  (c)  corrected  item-total  correlations 
and  Pearson's  correlations  to  test  the  relationships  among  STSE 
and  the  measures  selected  to  establish  validity  of  the  new  instru¬ 
ment;  and  (0  a  principal  ccrniponents  analysis  to  examine  discrim¬ 
inant  validity  (dark  &  Watson.  1995)  of  the  STSE. 

The  confirmatory  factor  analysis  was  performed  with  AMOS 
(Version  20).  The  maximum  likelihood  was  used  as  an  estimation 
method.  Because  univariate  nonnormality  and  multivariate  non- 
normality  were  diagnosed,  a  bootstrap  procedure  was  performed 
with  1.000  bootstrap  samples  (Byrne.  2009).  Three  convciAional 
goodness-of-frt  indices  (Byrne.  2009)  were  used  to  evaluate  global 
model  fit:  root-mcan-squarc  error  of  approximation  (RMSEA). 
comparative  fit  index  (CFI).  and  standardized  root-mean  residual 
(SRMR). 
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Results 

Prclimioary  analyses.  Corrected  itcin-total  cofrelations  were 
high  (Item  \:  r—  .75,  Item  2:  r  =  .77,  Item  3:  r  =  .61,  Item  A:  r  — 
.75,  Item  5:  r  =  .66,  Item  6:  r  =  .74.  Item  1:  r  —  .68,  Item  %:  r  — 
38,  and  Item  9:  r  =  .65;  all  ps  <  .001).  Pearson’s  correlations 
were  computed  among  nine  items  of  the  STSE  Scale.  Results  of 
the  correlations  revealed  that  the  correlation  between  Item  I  and 
Item  2  was  high.  ri2A5)  =  .82.  This  high  correlation  indicated  that 
these  two  hems  may  have  measured  the  same  aspect  of  sccotKiary 
trauma  xlf-efficacy.  Therefore.  Item  2.  ‘'Deal  with  the  impact 
these  people  have  had  on  my  life.*’  was  dropped  from  further 
analyses  because  it  was  a  more  general  statement  than  Item  I. 
After  Item  2  was  removed  from  the  STSE  Scale.  Item  6.  '‘Keep 
emotional  balance  after  realizing  what  had  happened  to  these 
people.”  had  high  correlations  with  Items  4.  5.  and  7,  all  rs  >  .65 
(ps  <  .CIOI).  in  addition  to  a  relatively  higher  corrected  Hem'total 
correlations  with  remaining  items.  These  high  correlations  irxli- 
cated  that  Item  6  shared  a  high  percentage  of  the  variance  with 
these  three  items  specifically.  Therefore,  hem  6  was  dropped  from 
further  analyses,  resulting  in  seven  items  on  the  STSE  Scale.  The 
final  version  of  the  instrument  is  presented  in  Rgurc  1.  Corrected 
Hem-total  correlations  for  the  seven-Hem  version  ranged  from  33 
to  .79.  Sample  distribution  analyses  showed  that  the  data  were 
negativ'cly  skewed  for  all  items,  with  the  distribution  differing 
significantly  from  normal  ips  <  .001). 

Exploratory  and  confirmatory  analysis.  A  principal  compo¬ 
nents  analysis  was  performed  to  explore  the  component  stixicture 
of  the  seven  items  included  in  the  STSE  Scale.  The  analysis 
extracted  one  component  accounting  for  56.89%  of  the  variance 
(eigenvalue  =  3.98)  on  a  basis  of  the  eigenvalue  greater  than  1  for 
inclusion  of  a  component.  Factor  loadings  of  the  hems  ranged 
between  .71  and  .83. 


A  confirmatory  factor  analysis  for  a  one-factor  unconstrained 
model  showed  relatively  poor  model-data  fit,  RMSEA  =  .116. 
90%  lower  and  upper  confidence  limits  [.087,  .147];  CF1  = 
.936;  and  SRMR  ~  .047.  Modification  indices  showed  that 
error  variances  of  Items  4  and  5  should  covary.  The  modified 
model  presented  good  fit  with  RMSEA  of  .07 1,  90%  lower  and 
upper  confidence  limits  [037.  .106];  CPI  of  .978;  and  SRMR  of 
.036.  In  sum,  tfie  results  indicated  that  the  seven-item  STSE 
Scale  consisted  of  one  component. 

A  confircnatixy  factor  analysis  conducted  with  the  bootstrap¬ 
ping  yielded  similar  fit  indices  and  factor  loadings,  and  there¬ 
fore  suggested  good  model-data  fit.  Additional  analyses  showed 
that  modcl-d^a  fit  was  poor  (with  RMSEA  values  above  .10) 
when  confirmatory  factor  analyses  were  conducted  for  eight- 
item  and  nine-item  versions  of  the  STSE  Scale,  with  two 
previously  excluded  items  (2  and  6)  taken  into  account. 

Reliability  and  validity  anal>'scs.  Internal  consistency  of 
the  seven-item  STSE  Scale  was  a  =  .87,  which  suggests  good 
reliability.  To  examine  validity  of  the  STSE  scale,  we  computed 
Pearson’s  correlations  among  STSE  and  theoretically  relevant 
constructs  (i.c.,  secondary  traumatic  stress,  social  support,  sec¬ 
ondary  traumatic  growth,  negative  cognhions).  As  expected. 
STSE  was  negatively  correlated  with  secondary  traumatic  stress 
and  negative  cognitions  (cf.  Table  2).  whh  29.2%  shared  vari¬ 
ance.  Consistent  with  our  expectation.  STSE  was  positively 
correlated  with  social  support.  There  was  a  small  significant 
positive  correlation  between  STSE  and  secondary  traumatic 
gro%vth.  Results  of  partial  correlation  analyses  (with  the  number 
of  direct  trauma  exposures  controlled)  indicated  that  the  asso¬ 
ciations  between  STSE  and  the  other  study  variables  remained 
significant  and  similar  in  size  (Table  2). 


Table  2 

Pearson  s  Correlations  Among  the  Study  Variables 


Measure 

2 

3 

4 

5 

6 

7 

8 

9 

10 

M 

12 

13 

14 

I  STSE 

.23“ 

.24“ 

.26“ 

.20“ 

-.64“ 

-.49— 

-.60— 

-.61“ 

.13* 

2.  Support:  Total 

.89“ 

.90“ 

.93“ 

-.17- 

-.07 

-.22“ 

-.15* 

.13* 

.01 

.25“ 

3.  Support:  Famify 

.27“ 

.87“ 

.67— 

.75-* 

-.17- 

-.03 

-.23*- 

-.16- 

.14* 

.02 

.24“ 

4.  SupfKNt:  Riends 

32“ 

.80“ 

.54“ 

.79-* 

-.17- 

-.10 

-.20- 

-.15* 

.10 

.04 

.26“ 

5.  Support:  Others 

.23“ 

.85“ 

.63“ 

.49“ 

-.12- 

-.06 

-.16** 

-.10 

.10 

.06 

.20- 

6.  STSS:  Total 

-34“ 

-.33“ 

-.30“ 

-.29“ 

-.24-* 

.83“ 

.89“ 

.95“ 

-.05 

.07 

-.65“ 

7.  STSS:  Intrusion 

-.43“ 

-.21- 

-.18- 

-.22— 

-.ir 

.87— 

.52“ 

.73“ 

.07 

.07 

-.49“ 

8.  STSS:  Avoidance 

-34“ 

-.39~- 

-.36“ 

-33“ 

-.28— 

.94-* 

.71“ 

.79“ 

-.16- 

.06 

-.61“ 

9.  STSS:  Arousal 

10.  Secondary  traumatic 

-31— 

.94— 

.77— 

.83— 

-.03 

.04 

-61— 

growth 

1 1 .  Negative  cognitions: 

.14- 

.14- 

.13* 

AT 

.10 

.10 

.13* 

.06 

AT 

.05 

.13* 

World 

12.  Negative  cognitions; 

-32“ 

-.30“ 

-.29“ 

-.28“ 

-.20“ 

.47-* 

.34— 

.49“ 

.45“ 

-.08 

Seif 

13.  Direct  trauma 

-31“ 

-.39“ 

-.37“ 

-.33“ 

-.30— 

.56— 

.40— 

.57“ 

33“ 

-.10 

32“ 

exposure 

.05 

-.11 

-.12 

-.01 

-.ir 

.19- 

.05 

.21” 

jr~ 

.10 

.16* 

.04 

14.  STSE* 

.38“ 

.30“ 

35“ 

.30-* 

-35“ 

-.40“ 

-.54*- 

-32“ 

.16* 

-32“ 

-.49— 

S<He.  Correlations  in  upper  diagonal  region  show  values  for  Polish  data  (Study  2).  Correlations  in  lower  diagonal  region  show  values  for  U.S.  data  iStnd>' 
I).  STSE  -  Secondary  Trauma  Setf-E^icacy;  Support  -  Perceived  Social  Support  Scale  scores:  STSS  -  Secondary  Traumatic  Stress  Scale:  Direct  trauma 
exposure  in  Study  1  repcesertts  the  number  of  direct  trauma  experiences:  direct  trauma  exposure  in  Study  2  represents  whether  participants  have  experienced 
any  of  direct  traumatic  events  (with  direct  exposure  dummy  coded  using  0  —  an  and  1  =  yrx). 

*  Direct  exposure  partialed  out. 

•p<.05.  -p<.OI.  *^^<.001. 
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To  examine  discriminani  validity  of  the  STSH  Scale,  we  per¬ 
formed  a  principal  components  analysis  %vith  the  seven  items  of  the 
STSE  Scale  and  the  randomly  selected  seven  STSS  items.  Based 
on  eigenvalue  greater  than  1  as  the  inclusion  criterion,  we  identi- 
lied  two  components  accounting  lor  a  total  of  55.82%  of  the 
variance  (eigenvalue  =  7.81).  One  component  consisted  of  the 
seven  items  of  the  STSE  Scale  (factor  loadings  ranging  Imm  .69  to 
.80),  and  the  other  component  consisted  of  the  seven  STSS  items 
(factor  loadings  ranging  from  .51  to  .84). 

Study  2 

The  results  of  Study  1  provided  preliminary  support  for  validity 
and  reliability  of  the  STSE  Scale,  as  well  as  for  its  unifaaorial 
structure.  As  data  were  collected  cross-sectionally,  the  time  sta¬ 
bility  of  the  scale  was  not  tested.  Moreover,  participants  worked 
with  a  specilic  population  (ix.,  traumatized  military  patients).  A 
longitudinal  cross-validation  study  ccmducted  in  a  dilferent  sample 
of  professionals  <i.e.,  indirectly  exposed  to  civilian-related  trau¬ 
mas)  was  needed.  To  rectify  these  limitations,  wc  designed  Study 
2  to  longitudinally  evaluate  the  psychometric  pre^rties  of  the 
STSE  Scale  among  workers  providing  services  to  traumatized 
civilian  population  within  a  different  cultiaal  cocuext  (in  Poland ). 
Extending  the  findings  of  Study  1.  Study  2  provided  a  cross- 
cultural  cross-validation  study. 

Method 

Participants.  Health  cate  and  social  workers  providing  ser¬ 
vices  for  civilian  survivors  of  traumatic  events  participated  in  the 
research.  The  study  was  a  part  of  a  larger  investigation  focusing  on 
determinants  of  how  job  demands  and  resources  contribute  to 
development  of  secondary  traumatic  stress.  IfKhision  criteria  for 
the  present  study  were  (a)  working  at  least  1  year  as  a  health  care 
provider  (nurse  or  paramedic)  or  social  worker;  (b)  providing 
services  for  a  civilian  population  suffering  from  trauma;  and  (c) 
being  indifcctly  exposed  to  trauma  throi^h  interaction  with  pa¬ 
tients  or  clients.  Of  309  participants,  three  participants  were  ex¬ 
cluded  because  they  reported  having  fM>  exposure  to  potential 
secondary  traumatic  events:  this  resulted  in  a  sample  of  306 
participants  (71  men.  23.2%).  Table  1  displays  demographic  in¬ 
formation  of  the  sample.  The  mean  age  was  35.4 1  years  old  {SD  — 
8  J9)  at  Time  1.  The  sample  consisted  of  148  health  care  providers 
(48.4%).  1 15  social  workers  (37.6%),  and  39  other  professionals 
(12.3%).  A  lower  average  education  level  among  Study  2  partic¬ 
ipants  compared  with  those  in  Study  1  resulted  from  the  differences 
in  the  occupations  and  the  national  regulations  pertaining  to  the 
academic  degree  required  for  registered  practice.  In  particular. 
47%  of  Study  1  participants  were  clinical  psychologists,  who  are 
required  to  have  a  doctorate  degree  in  order  to  practice,  whereas 
the  majority  of  Study  2  participants  were  nurses  and  social  workers 
who  are  required  to  have  a  bachelor's  or  master's  degree  in  order 
to  practice  their  profession.  Participants  were  indirectly  exposed  to 
different  types  of  traumatic  events  at  work,  including  life- 
threatening  illness  or  injury  (88.9%);  physical  assault  (87.3%); 
sudden,  unexpected  death  of  someone  close  (82.7%);  transporta¬ 
tion  accident  (73.2%);  natural  disaster  (30.1%);  or  military- 
related  trauma  (9.5%).  Additionally.  75%  of  respondents  re¬ 
ported  that  they  experienced  a  direct  exposure  to  traumatic  event 


at  least  once.  The  number  of  direct  exposures  to  trauma  was  not 
assessed. 

Of  those  306  participants  who  completed  the  Hmc  I  assess¬ 
ment.  193  (37  men,  19.2%)  took  part  in  Time  2  measurement  (see 
Table  1  for  demographics).  Attrition  analysis  shoiv^  no  signifi¬ 
cant  differences  between  comf^cters  and  dropouts  in  terms  of  age. 
items  of  the  STSE  Scale,  and  the  STSE  Scale  total  score  (/s  < 
1.47,  /u>),  as  well  as  relationship  status  and  education  (x^  <  4.78. 
nr).  However,  compared  with  dropouts,  completers  were  more 
often  women  aivd  social  wenkers.  ^  4.45.  p  <  .05.  The  mean 
age  for  Time  2  was  35.41  years  (SD  —  8.59).  The  sample  for  Tunc 
2  consisted  of  88  health  care  providers  (45.6%),  79  social  workers 
(40.9%),  23  others  (1 1.9%),  and  three  respondents  who  did  not 
provide  information  about  their  profession  (1.6%). 

Measures.  Participants  completed  the  same  set  of  measures  as 
in  Study  1.  such  as  (a)  Sccoivdary  Trauma  Sclf-Eilicacy  Scale  (a  = 
.88):  (b)  Secondary  Trauma  Exposure  Scale;  (c)  Secondary  Trau¬ 
matic  Stress  Scale  (os  =  .93  for  a  total  score  and  .79  for  Intrusion. 
.85  for  Avoidance,  and  .87  for  Arousal  Symptoms  subscales);  (d) 
Multidimensional  Scale  of  Perceived  Social  Support  (as  —  .96  for 
a  total  score  and  .96  for  Support  From  Family,  .96  for  Support 
From  Friends,  and  .93  for  Support  From  Significant  Others  sub- 
scales);  and  the  short  form  of  the  Posttraumatic  Growth  Inventory 
(a  —  .92).  The  Secondary  Trauma  Exposure  Scale  in  Study  2 
assessed  whether  participants  have  experienced  directly  any  of  the 
10  traumatic  events.  The  scale  mcastoing  the  ivcgative  cognitions 
about  the  world  and  self  was  not  included.  The  Polish  versions  of 
the  scales  were  prepared  using  back -translation  procedures.  As  in 
Study  1,  participants  were  asked  to  rcq>ond  to  the  items  in  the 
context  of  work-related  indirect  exposure  to  trauma. 

Procedure.  Data  were  collected  with  a  web-based  survey.  The 
following  recruitment  strategics  were  applied:  distribution  of  leaf¬ 
lets  and  a  public  presentation  of  the  study  during  the  annual 
n^onal  meetings  of  professional  organizations,  advertisements  in 
specialist  journals  reaching  all  registered  professionab.  and  infor¬ 
mation  posted  on  web  sites  for  specialists  and  practitioners  (mental 
health  professionals,  nurses,  doctors,  aitd  emergency  and  social 
services  workers)  working  with  traumatized  clients.  Those  who 
were  interested  were  informed  about  the  study  aims;  they  then 
provided  informed  consent  and  Hllcd  out  the  questionnaires.  Six 
months  later,  respondents  received  an  e-mail  invitation  to  take  part 
in  Time  2  measurement.  The  mean  time  elapsed  between  Time  1 
and  Time  2  surveys  was  162.26  days  {SO  =  3935).  Personal 
identification  codes  were  used  to  secure  anonymity.  The  study  was 
approved  by  the  IRB  at  the  first  authors'  home  institution  in 
Poland. 

.Analytical  procedures.  As  in  Study  1.  missing  data  were 
replaced  using  the  hot  deck  imputation  method  (Myers.  2011).  In 
tolaL  1.59%  values  were  replaced.  The  Little's  MCAR  tests  indi¬ 
cated  that  items  were  missing  completely  at  random  for  the  fol¬ 
lowing  scales:  the  STSE  Scale  at  Time  I,  x^G6)  =  l8.2Zp  =  31; 
the  STSE  Scale  at  Time  2.  x^30)  =  3Z92.  p  =  32;  the  MSPSS. 
X^98)  =  II5.8I.P  =  .11;  and  the  STSS.  x^I93)  =  217.20. p  = 
.11.  The  PTGI  items  w'ctc  not  missing  completely  at  random. 
X^53)  =  80.06.  p  =  .01. 

Cronbach’s  a  served  as  the  index  of  internal  consistency  reli¬ 
ability.  Pearson's  correlation  was  used  to  assess  test-retest  reli¬ 
ability  by  correlating  Time  1  and  Time  2  STSE  scores  and  to  lest 
validity  of  the  scale  by  ccMTclating  STSE  with  the  relevant  con- 
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stnicls.  We  performed  the  exploratory  and  confinnatory  factor 
analyses  using  the  same  procedure,  software,  and  interpretation 
criteria  as  in  Study  1. 

ResulU 

Preliminary  analy'scs.  Table  1  displays  means  and  standard 
deviations  of  all  variables.  In  line  with  Study  I.  Items  2  ^d  6  were 
removed  from  nine-item  \ersion  of  the  STSE  Scale,  and  the 
seven-item  version  was  used  for  further  analysis.  Pearson's  corre¬ 
lations  among  nine  items  of  the  STSE  Scale  (Time  1 )  showed  that 
the  correlation  between  Items  1  and  2  was  high.  r(304)  =  .8 1 ,  p  < 
.001.  and  that  Item  6  was  highly  correlated  with  Items  4.  5.  and  7, 
rs  >  .68.  Sample  distribution  showed  that  Items  1. 3. 4.  and  7  were 
normally  distributed,  and  Items  5,  8,  and  9  were  mildly  and 
ncg^\ely  skewed,  with  the  distribution  differing  significantly 
from  normal  (ps  <  .001). 

Exploratory  and  confirmatory  factor  analysts.  Using  the 
data  obtained  from  306  participants,  we  performed  the  principal 
components  analysis  to  explcMe  possible  dimensions  of  the  STSE 
Scale  (Time  I).  Tlic  analysis  extracted  only  one  component  ac¬ 
counting  for  61.87%  of  the  variance  (eigenvalue  =  4.33).  Factor 
loadings  for  the  seven  items  ranged  between  .64  and  .87. 

The  confirmatory  factor  analysis  was  performed  to  further  eval¬ 
uate  the  parameter  estimates  and  riKxlcl  fit  of  the  one-factor 
solution  of  the  STSE  Scale.  In  line  with  Study  1,  enror  variances  of 
Items  4  and  5  were  assumed  to  covaiy.  The  analysis,  conducted  for 
306  paiticipants.  suggested  good  model-data  fit  with  RMSEA  = 
.050.  90%  lower  and  upper  confidciKc  limits  [.008.  .083|.  CTFI  = 
.991,  and  SRMR  =  .023.  These  results  showed  that  the  STSE 
Scale  consisted  of  one  primary  component. 

Reliability  and  validity  of  the  STSE  scale.  Internal  consis¬ 
tency  of  the  STSE  Scale  was  assessed  at  both  time  points.  Cron- 
bach’s  alpha  values  were  .89  at  Tltne  I  and  .88  at  lunc  Z 
indicating  good  internal  consistency.  Test-retest  reliability  was 
examined  on  the  sample  of  193  participants  who  completed  the 
STSE  Scale  at  both  measurement  points  (165-day  period).  The 
association  between  the  STSE  scores  at  Time  1  and  Time  2  was 
high, /<  191)  =  .65./»<  .001. 

Table  2  displays  conelations  among  STSE  at  Time  I  and 
theoretically  rclcvanl  constructs.  As  expected.  STSE  was  nega¬ 
tively  correlated  with  secoiKiao'  traumatic  stress.  Consistent  with 
the  hypotheses  and  the  results  of  Study  I.  STSE  was  positively 


correlated  with  social  support.  In  line  with  the  results  of  Study  I, 
STSE  and  secondary  traumatic  growth  were  positively  associated, 
although  the  correlation  was  small.  Results  of  partial  correlations 
(with  direct  traurru  exposure  controlled)  indicated  that  associa¬ 
tions  between  STSE  ajKl  the  other  study  variables  remained  sig- 
niheant  and  similar  in  size  (Tabic  2).  Across  the  study  variables, 
participants  exposed  to  trauma  directly  did  tkol  differ  from  those 
without  a  direct  exposure  (all  Fs  <  1.93.  ps  >  .168). 

Factor  model  invariance.  A  two-grotq)  model  representing 
the  respective  samples  was  tested  in  order  to  evaluate  if  the 
oTK-factor  structural  model  tested  in  Study  1  and  Study  2  was 
invariant  across  the  U.S.  (a  =  247)  and  Pblish  (n  —  306)  samples. 
Because  of  multivariate  nonnormality,  the  bootstrap  procedure  was 
performed  (B^nc.  2009).  Tabic  3  displays  the  goodncss-of-fit 
statistics  for  the  two-group  model.  Compared  with  the  uncon¬ 
strained  model  (sec  Model  1.  Table  3).  the  model  with  factor 
loadii^s.  variances,  and  the  covariance  constrained  to  be  equal  in 
both  groups  (Model  2.  Tabic  3)  differed  significantly  in  tenns  of  fit 
indices.  A)f^(l5)  =  90.02.  p  <  .001.  Therefore,  Model  2  was 
rejected.  Further,  the  model  with  error  variances  constrained  to  be 
equal  for  two  groups  (Model  4.  Table  3)  was  also  rejected. 
Ax^9)  =  76.91.  p<  .001. 

Further  analyses  showed  that  the  nested  model  with  factor 
loadings  constrained  to  be  equal  across  both  groups  (Model  3. 
Table  3)  did  not  differ  from  the  utKonstrained  model.  Ax^6)  — 
10.69.  ns,  and  therefore  Model  3  should  be  accepted.  Additionally, 
the  model  with  the  covariance  constrained  to  be  equal  in  both 
groups  (Model  5.  Table  3)  did  not  differ  from  the  unconstrained 
model.  Ax^(l)  =  0.40.  ns,  artd  therefore  Model  5  should  be 
acc^ted.  Based  on  these  results,  the  final  model  with  factor 
loadings  and  the  covariance  constrained  to  be  equal  across  both 
groups  (Model  6;  Table  3)  was  compared  with  the  uiKonstraincd 
model.  The  results  indicated  that  the  final  model  did  not  differ 
form  the  uiKonstraincd  model.  Ax^7)  =  10.72.  ns.  and  therefore 
Model  6  may  be  accepted  as  the  final  model.  Factor  loadings  of  the 
items  in  the  final  model  are  displa>'ed  in  Figure  2. 

DifTercnces  in  as.soctatioiis  across  Study  1  and  Study  2. 
Across  both  studies,  similar  Pearson’s  correlations  were  found 
among  STSE  Scale  and  the  foUowing  indices:  Perceived  Social 
Support-total  score,  z  —  1.13,  p  =  .26;  Perceived  Support  From 
Family,  z  —  0.37,  p  =  .71;  Perceived  Support  From  Friends,  z  — 
0.76.  p  =  .44;  Perceived  Support  From  Significant  Others,  z  — 


Table  3 

Goodness-o/-Fit  Statistics  for  Tests  of  Invariance  of  Factor  fracture  for  Study  J  and  Study  2 


Model  Description 

x’ 

x’/<<f 

RMSFjK 

CR 

SRMR 

GR 

NFI 

Ax’ 

ANR 

1.  Hypothesized  model  (unconstrained  i 

2.  Factor  loadings,  variances,  and  covariance  constrained 

51.19 

2.01 

0*3 

986 

.036 

.974 

.972 

- 

- 

to  be  equal 

U2.aa 

3.47 

.067 

945 

.068 

.937 

.925 

90.02“ 

0*8 

3.  Factor  loadings  constrained  to  be  equal 

62.87 

1.97 

.042 

.983 

.0*5 

.969 

.967 

10.69 

006 

4.  Variances  constrained  to  be  equal 

129.10 

3.69 

.070 

.949 

.053 

.942 

.932 

76.91“ 

.041 

5.  Covariance  constrained  to  be  equal 

6.  Factor  louliDgs  and  covariance  constrained  lo  be  equal 

52A9 

1.95 

.0*1 

986 

036 

.974 

.972 

0.40 

OCD 

(final  model) 

6191 

1.91 

.0*1 

.984 

.(M5 

.969 

.967 

10.72 

006 

Note.  The  indicates  a  change  in  a  chi-square  stuistic  from  the  hypothesized  model:  =  degrees  erf^  fre^m.  RMSEA  =  mot-mean-square  error  of 
approximation:  CR  =  comparative  fit  index:  SRMR  =  standardized  root-mean-square  residual:  GR  =  goodoess-of-fit  index:  NR  ~  oomied  fit  index. 
***p  <  .001:  A  significant  Ax^  ^'alue  indicates  that  the  model  was  not  a  good  fit  for  the  hypothesized  model. 
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Figure  2.  Rnal  two-groi^  confirmBtor)'  factor  analysis  model  of  the  Secondary  Trauma  Self-Efficacy  Scale. 
Standardized  regression  vseights  (i.e..  factor  loadiogsl.  sariances.  and  conelations  between  error  variances  are 
presetted.  In  the  rmal  model  fklor  loadings  and  covvianoe  aie  constrained  to  be  equal  in  Study  I  and  Study 
2.  Numbers  befoce  the  slash  refer  to  Stud)'  1 :  numbers  after  the  slash  refer  to  Study  2.  STSE  ~  Secondary 
Trauma  Self-Efficacy.  Full  list  of  the  STSE  Scale  items  presetted  in  Rgure  1 .  AU  parameters  sigmfkant  at  p  < 
.001. 


0.37,  p  =  .71;  Secondary  Traumatic  Stress-total  score,  z  —  L79, 
p  —  .07;  Secondary  Traumatic  Stress-Intrusion  subscak.  z  ~  0.89. 
p  —  .38;  Secondary  Traumatic  Sticss-Avoidance  subscaJe.  z  — 
1.04,  p  —  .30;  Secondary  Traumatic  Sucss-Arousal  subscale. 
Z  —  1.70.  p  —  .08;  and  Secondary  Traumatic  Growth,  z  —  O.IZ 
p  =  .91.  In  sum.  the  associations  found  in  the  two  studies  (Table 
2)  did  not  differ  significantly. 

General  Discussion 

Our  studies  evaluated  the  characteristics  of  the  Secondary 
Trauma  Sclf-Hificacy  (STSE)  Scale,  a  measure  designed  to  capture 
beliefs  about  the  ability  to  deal  with  barriers  associated  with 
secondary  exposure  to  trauma.  This  short  seven-item  scale  tackles 
the  barriers  of  tasks  at  work  luKluding  providing  services  to 
trauma  survivors),  but  it  also  refers  to  controilittg  emotional  and 
cognitive  reactions  related  to  the  indirect  exposure.  Compared  w  ith 
other  measures  of  self-clTicacy  that  were  previously  applied  in  the 


context  of  exposure  to  secondary  trauma,  the  STSE  Scale  is 
specific  to  challenges  posed  by  the  indirect  exposure  to  trauma, 
including  environmental  (i.e..  work-relalcd)  and  individual  (cog¬ 
nitive  and  emotional)  demands.  As  prc^ioscd  in  SCT,  sdf-efficacy 
beliefs,  which  make  a  difference  in  specific  stressful  situations, 
should  closely  reHccl  the  demands  related  to  this  situation  (cf. 
Bandura.  1997).  Further,  in  line  with  optimal  matching  hypothesis 
(Culrona,  1990).  the  scale  matching  both  stressful  demands  and 
stress  outcomes  may  offer  the  best  approach  to  investigating 
self-cflicacy  related  to  secondary  exposure. 

Results  of  the  present  studies  supported  the  one-factor  structure 
of  the  STSE  Scale  and  its  good  reliability.  Factor  analyses  com¬ 
paring  the  two  language  versions  indicated  the  invariant  structure 
of  the  scale.  Such  structure  is  in  line  with  SCT,  assuming  that 
sclf-cfficacy  b  a  one -dimensional  construct  (Bandura.  1997).  Uni- 
factorial  structure  of  other  types  of  sclf-cflicacy,  such  as  general 
sclf-cfr»cacy  or  self-efficacy  referring  to  coping  with  one's  own 
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trauma,  >a'erc  also  confirmed  in  studies  testing  psychomethc  char¬ 
acteristics  of  other  self-cfRcacy  measures  (Hyrc  ct  al..  2008; 
Lambert  ct  al..  2012;  Schwarzer  &  Jerusalem.  1995).  Rirthcr, 
self-efficacy  referring  to  secondary  trauma,  measured  with  the 
STSE  Scale,  showed  high  stability  over  6  months.  According  to 
SCT.  moderate  to  high  stability  may  be  expected,  because  self- 
efficacy  may  fluctuate  over  time  due  to  mastery  experiences  over 
environmental  and  intrapcrsonal  challenges  (Bandura.  1997).  In 
sum.  the  results  provide  evidence  for  good  psychometric  properties 
of  the  scale  and  vrrify  its  theoretically  assumed  stnicturc. 

In  both  studies,  secondary  trauma  self-efficacy  was  related  to 
the  selected  constructs,  as  hypothesized.  The  ocgatiie  associations 
between  STSE  and  secondary  traumatic  stress  viorc  significajit  and 
moderate,  indicaiing  that  beliefs  about  alnlity  to  deal  with  chal¬ 
lenges  related  to  secondary  trauma  exposure  are  important  in 
predicting  lower  levels  of  secondary  traumatic  stress.  The  size  of 
correlation  coefficients  corresponds  to  associations  between  self- 
efficacy  and  health  outcomes  reported  in  mcta-analyscs  dealing 
with  survivors  of  primary  trmima  (Luszczynska  ct  al..  2009).  In  the 
only  other  study  testing  for  associations  between  secondary  trau¬ 
matic  stress  and  sdf-efficacy  (Bonach  &  Hcckeit.  2012).  research¬ 
ers  applying  a  measure  of  efficacy  that  referred  to  respondents* 
own  role  and  efficiency  at  work  found  weak  associations,  and  only 
1%  of  secondary  traumatic  stress  variance  was  explained.  In  con¬ 
trast,  self-efficacy  measured  with  STSE  Scale  explains  23%-39% 
of  variance  in  secondary  traumatic  stress.  In  conclusion,  the  STSE 
Scale  showed  a  potential  to  help  explain  the  psychological  distress 
process  among  workers  exposed  to  secondary  trauma. 

The  correlations  between  secondary  trauma  sclf-cfficacy  and 
other  trauma-related  cognitions  such  as  ncgatiie  cognitions  about 
self  and  about  the  world  (Eoa  &  Rothbaum.  1998)  and  secondary 
traumatic  growth  were  significant  (higher  self-efficacy  was  asso¬ 
ciated  with  less  negative  cognitions  and  with  higher  growth)  and  in 
the  low  to  moderate  range.  Therefore,  the  amount  of  variance 
shared  between  these  variables  was  not  high,  confirming  that 
STSE  and  other  constructs  are  disunct  aspects  of  cognitive  func¬ 
tioning  after  secondary  exposure  to  trauma.  Similar  strength  of 
associations  between  sclf-cfficacy  and  cognitions  about  self  and 
the  world  was  found  in  research  dealing  with  victims  of  primary 
exposure  to  trauma  (CiesLak  ct  al..  2008).  We  have  identified  no 
other  study  showing  associations  between  sclf-cfficacy  and  cog¬ 
nitions  about  self  and  the  world  in  the  context  of  secondary  trauma 
exposure;  therefore,  our  findings  provide  a  FMeliminaiy  novel 
cvidciKc  for  the  interplay  between  positive  and  negative  cogni¬ 
tions  among  professionals  exposed  to  secondary  trauma.  Euture 
research  should  investigate  if  these  general  negative  cognitions 
operate  through  trauma-specific  cognitions,  such  as  STSE. 

Rnally.  secondary  trauma  sclf-cfficacy  measured  with  the  STSE 
Scale  was  moderately  related  to  higher  levels  of  social  support 
from  family,  friends,  and  other  significant  sources.  The  findings 
are  in  line  with  posttraumatic  adaptation  model  assuming  that 
social  resources  should  foster  self-cfficacy  beliefs  (Benight  & 
Bandura.  2(X)4)  as  well  as  in  line  wHh  models  explaining  associ¬ 
ations  between  social  support  and  cognitions  (Schwarzer  &  ICnoU. 
^XJT).  Further,  models  explaining  factors  affecting  practitioners 
working  with  clients  exposed  to  trauma  focused  solely  on  support 
from  wock-telatcd  sources  (cf.  Voss  Hottell  ct  al..  2011).  Our 
findings  suggest  that  support  from  sources  outside  work  may  also 
play  a  relevant  role.  As  two  previous  studies  accounting  for  sclf- 


cfficacy  and  social  support  among  professionals  exposed  to  sec¬ 
ondary  trauma  did  not  test  for  the  associations  between  these 
constructs  (Bonach  &  Hcckcrt.  2012;  Oitlcpp  &  Friedman.  2002). 
no  comparison  between  our  results  and  previous  rese^h  can  be 
made.  Our  findings,  therefore,  provide  novel  preliminary  evidence 
for  the  relationship  between  self-efficacy  and  siqiport  from  sources 
outside  work. 

In  sum.  the  present  research  provides  evidence  for  the  validity  of 
the  STSE  Scale.  All  hypothesized  associations  of  secondary 
trauma  self-efficacy  with  the  secondary  traumatic  stress,  negative 
cognitions,  secondary  traumatic  growth,  and  pcrocivxrd  social  su|>- 
port  were  confirmed.  The  sizes  of  correlation  coefficients  were 
similar  in  both  Language  versions  of  the  STSE  Scale.  Futun:  studies 
are  needed  to  further  evaluate  whether  the  STSE  Scale  is  a  superior 
predictor  of  adaptation  after  secondary  exposure  to  trauma,  com¬ 
pared  with  other  measures  of  sclf-cfficacy,  such  as  general  sclf- 
cfficacy  (Schwarzer  &  Jerusalem.  1995)  or  work-related  efficacy 
(Bonach  &  Hcckcrt  2012). 

The  strength  of  our  research  lies  in  testing  the  STSE  Scale 
properties  in  two  different  contexts.  Similar  p^tems  of  associa¬ 
tions  emerged  from  data  collected  in  the  United  States  and  Poland, 
and  the  two  language  versions  sbovkrd  similar  psychometric  prop¬ 
erties.  The  findings  vvvre  similar  for  workers  exposed  to  civilian- 
related  secondary  trurnia  and  those  who  were  exposed  to  second¬ 
ary  trauma  through  providing  services  to  military  personnel.  These 
results  indicate  that  the  STSE  Scale  is  a  robust  measure  and  allow 
for  a  preliminary  conclusion  that  secondary  trauma  self-efficacy 
may  have  similar  properties  and  operate  similarly  across  different 
cultural  contexts.  Further  research  is  needed  to  investigate  indi¬ 
viduals  in  diffeieni  types  of  occupations,  such  as  oncology  nurses 
or  juvenile  justice  education  workers,  who  may  suffer  from  rela¬ 
tively  high  levels  of  secondary  traumatic  stress  (Bride  ct  al..  2007; 
Dominguez-Cromez  &  Rutledge.  2009;  Hatcher  ct  al..  2011). 

The  utility  of  the  STSE  Scale  in  secondary  trauma  experiences 
that  are  unrelated  to  work,  such  as  secondary  trauma  exposure 
reported  by  partners  of  cancer  patients  or  spouses  of  military 
service  members,  may  be  low.  Three  items  of  the  STSE  Scale  refer 
to  barriers  cxpcnenccd  due  to  working  with  traumatized  individ¬ 
uals.  Further,  a  reference  to  interaction  with  other  people  at  work 
may  not  be  ideal  in  case  of  some  professionals  exposed  to  sec¬ 
ondary  trauma,  such  as  clergy  members  (Hendron.  Irving.  & 
Taylor.  2012).  The  phrase  "working  with  these  people’*  could  be 
replaced  with  "interacting  with  these  people."  but  other  versions  of 
the  STSE  Scale  with  language  adjustments  would  require  addi¬ 
tional  psychometric  evaluations. 

Our  research  has  some  limitations.  Data  were  collected  among 
relatively  heterogeneous  samples,  but  several  occupational  groups 
that  may  suffer  from  relatively  high  secondary  traumatic  stress 
were  not  trKludcd  (c.g..  emergency  nurses  or  juvenile  justice 
system  workers:  DcMningucz-Gomcz  &  Rutledge.  2009;  Hatcher  ct 
al..  2011).  Although  both  studies  applied  multiple  recruitment 
strategics  in  order  to  reach  diverse  target  populations,  these  arc 
both  convcnicooe  samples.  Future  research  needs  to  account  for 
the  representativeness  of  the  samples. 

The  utility  of  the  STSE  Scale  was  not  compared  with  the  utility 
of  other  measures  of  sclf-efHcacy.  The  instructions  in  the  original 
measures  assessing  social  support,  growth,  and  negative  cognitions 
were  modifWd  in  order  to  Uickic  participants'  functioning  in  the 
context  of  work-related  secondary  expe^ure.  Changing  more  gen- 
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craJ  measures  (i^.,  referring  to  any  type  of  trauma  exposure  or  any 
type  of  stressful  event)  into  specific  measures  by  means  of  nar¬ 
rowing  down  the  instructions  might  inHalc  the  observed  associa¬ 
tions  between  the  constructs.  The  number  of  situations  of  direct 
exposure  to  traumauc  events  was  not  evaluated  in  Study  2.  Future 
research  needs  to  account  for  other  occupational  groups,  different 
types  of  self-efficacy,  and  other  stress  outcomes,  such  as  job 
burnout  or  diminished  quality  of  life.  Studies  aiming  at  further 
psychometric  evaluation  of  the  STSF  Scale  may  consider  Includ¬ 
ing  additional  items  to  assure  that  the  STSE  corKcpt  is  covered  in 
a  sufficiently  broad  way.  On  the  other  hand,  short  versions  of  the 
STSE  Scale  may  be  needed  for  multivariate  investigations.  Future 
studies  need  to  clarify  how  the  secondary  trauma  self-efficacy 
construct  may  operate  and  whether  it  influences  practitioners* 
well-being  and  their  effectiveness  at  work.  Developing  a  psycho- 
metrically  sound  measure  of  the  secondao  trauma  sclf-efficacy 
was  an  essential  step  preceding  research  on  evaluating  mecha¬ 
nisms  and  the  effects  of  secondary  trauma  sclf-cfficacy. 

The  present  study  inv'esiigatcd  the  properties  of  a  new  measure 
of  self-efficacy,  referring  to  coping  with  secondary  trauma  expe¬ 
riences.  The  data  collected  among  professionals  working  with 
civilians  and  military  trauma  victims  indicated  good  psychcmietric 
characteristics  of  the  STSE  Scale  and  its  invariance  for  two  lan¬ 
guage  versions.  The  interest  in  research  on  secondary  traumatic 
stress  is  growing  as  organizations  and  practitioners  call  for  iden- 
tifyif^  protective  factors  (Elwood  et  al..  201 1;  Tyson.  2007;  Voss 
Hortcll  ct  al..  2011 ).  Secondary  trauma  sclf-efHcacy  may  consti¬ 
tute  one  of  the  key  protective  individual  resources,  promoting 
well-being  and  operating  in  concert  with  other  individual  and 
environmental  resources  (Luszczynska  ct  al..  2009).  Our  research 
proposes  a  new  measure  to  assess  this  personal  resource. 
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Secondary  Traumatic  Stress  Among  Mental  Health  Providers 
Working  With  the  Military 

Prevalence  and  Its  Work-  and  Exposure-Related  Correlates 
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Abstract:  Ou  f cscardi  a&sssd  the  prevalence  of scoondaiy  traumatic  sties 
(STS)  among  mental  heal4i  pnw^tders  wxMking  sift  mflittiy  patiefis.  Wc  ako 
invcstigacd  personal,  sock-fdated,  and  exposure* related  oortdatos  of  STS. 
Finally,  usipg  mcB^analysis,  the  mean  level  of  STS  syntptocm  ai  ftis  popu- 
boon  saa  compared  with  ftc  mean  Icvd  of  these  symptoms  in  ocher  groups. 
Pvtcipants  {N  ■  224)  ccmpletod  measures  of  indirect  exposure  to  tiauma 
(/.e.  diversity,  volume,  frequency,  ratio),  appraisal  of  secondary  exposure 
impact,  direct  exposure  to  trauma,  STS,  sikI  work  chaiacthsics.  Tbc  preva* 
lence  of  STS  was  19.2^  Ekxsonal  history  of  trauma,  compbints  about  havng 
130  many  patients,  and  more  negative  appraisals  of  ftc  impact  caused  by  an 
indiroct  expoaire  to  vauma  wore  associated  with  hi|^r  frcqueiKy  of  STS 
^mptonm.  A  mcB*analystt  showed  ftat  ftc  severity  of  invusion,  avoidance, 
and  arousal  symptoms  of  STS  was  simflar  across  various  groups  of  pro- 
fessionak  indiiocily  exposed  to  tiauma  mental  health  providers,  rescue 
workers^  social  workers). 

Ke>  Herds:  Secondary  tiaumatic  stress,  indiroct  exposure  to  trauma, 
menti)  hcalft  providers,  mSittiy  trauma. 
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The  rates  of  posttraumatic  stress  disorder  (PTSD)  ainoi^  the  US 
military  and  veterans  across  studies  rotge  from  a  current  preva* 
lence to  17%toa  lifetime preralenceof6f%to31%<KichBid.san 
et  al..  2010).  lltese  rates  are  higher  than  in  the  general  US  popula¬ 
tion,  in  which  the  cunent  preralence  is  3.5%  (Kessler  et  al.,  2005) 
and  the  lifetime  pres'alence  is  6.8%  (Kessler  et  aU  2005).  Hie 
numbers  of  military  or  veteran  patients  seeking  mental  healUi  care 
have  grown  drastically  in  recent  years.  'Hie  Department  of  Veterans 
Atfairs  (VA)  alone  has  observed  a  200%  increase  in  the  manber  of 
patients  with  PTSD  receiving  behavioral  health  services,  from 
139,062  in  1997  to  279,256  in  2005  (Rosenheck  and  Foraana,  2007). 
Wift  a  growing  need  for  trmtmoit,  the  VA  alone  added  4,330  menftl 
health  professionals  to  its  workforce  ( Sbss  HorreO  et  al.,  201 1 ).  Ihese 
statistics  show  that  the  population  affected  indiiectl)'  trauma 
through  providing  services  for  traumatized  patients,  is  growing 
rapidly.  Given  the  exponential  increase  in  clinical  need  and  poten¬ 
tial  fer  secondary  exposure  by  military  mental  health  provid^  the 


*TnKtna,  Hexitii,  and  lluanb  Cereer,  Dnvwnty  of  Cobfaifci,  Col<ndo  S|nngs; 
t  Dcparenenl  of  Psychology.  H'armii'  Schaol  of  Socal  Saeneex  and  Humm^ 
tva,  Poknd;  Reabmcy  Pngrsn,  Soufton  Regional  Med¬ 

ical  CoTsnanl,  San  Aitania,  TX;  and  {Deftment  of  Piychwtiy.  The 
Univenafy  of  Texan  Heakh  Scienoe  Coter  al  S«i  Aitcnia 
The  vie«Mi  eqifeiaed  n  ft»  article  are  xciely  ft(»c  oftheaithon  and  do  mi  rep- 
reamlanentkrrernentby  crtlieafrmalpobcyofUKUSAnny,the  Opariineni 
of  Deferee,  or  fte  US  govemnxst. 

Send  repreit  requBtis  ti  Clivlai  C  PhD.  Trauma,  Heakh,  and  Hcrank 

Cater,  Univenty  of  Calaraib,  1420  Auan  Bluffs  Parkway,  Coloado 
Spnigs,  eXX  k09Ig.  Bmad:  chengltJ^hioamdu. 

Ccsynghl  '  2D13  hy  Uppmooit  Willaros  A 
0022-3018/13/2011 1-0917 
Dot:  10.1W7;NMDu(KKKKKKKKKKKKK)34 


purposes  of  this  im'esbgation  were  threefold:  a)  to  explore  the 
prevalence  of  secondary*  traumatic  stress  (STS)  amor^  mental  health 
provideis  working  with  military  patients  and  to  compare  the  severity 
of  STS  symptoms  in  this  population  with  other  mental  health  pro¬ 
viders;  b)  to  test  the  relationship  between  indirect  exposure  to  trau¬ 
ma  and  STS;  and  c)  to  irn'cstigate  the  possible  correlates  of  STS. 
These  aimswere  achieved  throi^h  a  two-study  apfroach,  with  study 
1  fe>cusing  on  the  prevalence  and  correlates  of  STS  and  study  2 
conduct!  a  meta-analysis  to  compare  otr  sample  prevalence  with 
other  indirectly  exposed  samples. 

Psychosodal  Effects  of  Indirect  Trauma  Exposure 
Aaoss  Occupational  Croups 

Hliereas  most  studies  examinif^  the  effects  of  PTSD  have 
focused  on  traiana  survivors  or  victims,  infermation  about  the  effect 
on  provideis  deliverii^  trauma  tredment  is  more  limited.  Indirect 
(also  called  vicarious  or  secondary*)  exposure  to  traiana  throu^  work 
with  traumatized  patients  might  have  a  positive  effect  on  providers* 
postiraumdic  growth  (Brockhou.se  et  al.,  201 1),  but  it  is  also  pre¬ 
dictive  of  higher  distres  (Pcarlmai  and  Mac  laa  1995),  increa.sed 
negative  cognitions  (e.g.,  low  level  of  self-trust;  Pearlman  and  Mac 
Ian,  1995),  and  highi^  job  bimout  ( Ballenger-Browning  et  al.,  201 1 ). 

Most  studies  imesti^ting  the  n^ative  effects  of  indirect 
traiana  exposiae  on  mental  health  piovidets  have  focused  on  a  set  of 
conceptually  ov*a'lapping  outcomes.  These  include  vicarious  trau¬ 
matization  (McCann  and  Pearlman.  1990),  compassion  fatigue 
(Figicy;  2002),  and  STS  (Hndc  et  al.,  2004).  ITie  oi^oii^  discussion 
about  the  similarities  and  the  differences  between  these  concepts 
(Jenkins  and  Baird,  2002)  diows  that  their  defmitions  share  one  or 
more  of  the  following  componerts:  indirect  exposure  to  a  traianatic 
mateiial,  PTSD  symptoms,  aid  negative  diifts  in  thoapists*  cogni- 
tive  schema.  STS  is  usually  associated  with  therapists'  PTSDTikc 
reactions,  such  as  intrusive  re-experieneir^  of  the  traimaic  materi¬ 
al,  avoidance  of  traiana  triggers  and  emotions,  and  iixTea.sed  arousal, 
all  resultii^  from  indirect  exposure  to  clioits*  trauma  ( Bride  et  al., 
2004).  Compassion  fatigue  is  defined  as  reduced  empalhic  capacity 
or  client  interst  manifested  through  bdiavioral  and  emotional  re¬ 
actions  from  exposure  to  traianatizir^  experioices  of  otheis  (Adams 
ct  al..  2006).  Finally,  vicariour  trawna  is  the  negative  co^iitive  shiff 
in  therapists'  worldview  (McCain  and  Pearlman,  1990). 

'Ihe  inooT^niities  in  these  defmitionK  have  led  to  some  roicarch 
discrepancie  on  the  consequences  of  indrcct  trauma  exposure  and 
have  also  hindered  cross-sanple  comparisons.  This  study*  used  the 
term  secondary  traumatic  stress  to  measirc  the  indiroct  exposure  to 
clients'  trauma  material  tha  leads  to  the  provideis*  PTSD-like  symp¬ 
toms  of  ro-e(peri<iicij^,  av-oidirig,  and  hy*perarousal,  correa^ondir^ 
with  criteria  B,  C,  and  D,  reflectively;  of  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders,  Foieth  Edition,  Test  Revision  (ZX.W-/K 
Tft,  American  Psyehiatiic  Association  [APA],  2000). 

Prevalence  of  STS  differs  across  studies  and  occfiation 
groups.  For  example,  when  measured  with  the  Scconday*  rraunatic 
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Stress  Scale  (STSS;  Bride  et  al.,  20<M),  DSM-n'-TR  (AB\,  2000) 
criteria  B,  C,  and  D  for  a  PI  SD-likc  diaj^osU  of  STS  were  met 
b>'  15^%  of  social  workers  (Bride.  2007).  l6J*/o  of  oncology  staff 
(Quinal  d  at.,  2004),  l9*/o  substance  ^usc  counselors  (Bride 
et  at.,  2009),  20.8%  of  providers  treating  family  or  sexual  violetKe 
(Choi,  201  la),  32.8%  of  emergency  nursoi  (l>omu^ijeZ'G<incz  and 
Rutledge.  20()9X  34%  of  child  protective  services  vwrkers  (Bride 
et  al.,  2007X  and  39%  of  juvenile  justice  education  worico^  (Smith 
Hatdreret  aln  201 1).  llicre  is  no  estimation  ofthe  prevalence  of  STS 
anor^  mental  health  specialists  providing  treatment  for  militaj>'  and 
veterai  patients.  In  addition,  we  were  un^le  to  identi  (y  any  researdi 
cn  severity  of  the  intrusion,  avoidance,  and  arousal  s>'mp(oms  in  this 
^Kcific  group  of  providers.  Ilierefore,  the  present  stu<^’  aimed 
A  identifyirig  STS  prevalence  and  s>mptcni  severit>'  among  mertal 
health  providers  working  with  military*  patients. 

Using  a  meta‘anal>tic  ^proach,  we  aimed  to  oorr^are  (he 
seveht)’  of  the  STS  s>'n^tcins  identified  in  the  present  stud)*  sanple 
w-ith  the  severity  o  f  these  s>‘mptcnis  amot^  otho*  populations  offerii^ 
services  to  traumatized  clients.  Becaise  the  discrepaiKies  between 
studio  toting  the  prevalence  of  STS  mayresult  fiDmappl>'ingdiffaeit 
assessment  methods,  prevaleiKe  meta'anaty'sis  should  compare  d^ 
collected  with  the  same  measure  the  STSS;  Bride  et  al.,  2004). 

The  Complexity  of  Indirect  Exposure  to  Trauma 

The  next  aim  of  this  stud)*  was  to  im  ot^afer  the  basic  assunp- 
tion  that  indirect  expostre  to  traumatic  events  is  a  critical  factor  in  the 
development  of  STS  s>’iTptoms.  Wliereas  measirir^  direct  exposure 
to  trauna  is  a  .standard  approach  in  stidies  on  PISD,  man>'  studies 
cn  STS  focus  more  on  the  PISD-likc  s>’niptoms,  refloctii^  V^TR 
criteria  B,  C,  and  D  for  a  PISD  diaj^osis  (APA.  2000),  and  p^  less 
Atention  to  the  indrect  exposiae  (criterion  Al)  h>potheticall>'  caisir^ 
these  s>inptoms.  Moreover,  even  if  a  measure  of  indirect  exposure 
is  used  in  a  study,  it  is  o(\en  analysed  as  a  dichotomous  or  one¬ 
dimensional  vari^le,  usuaDy  referrir^  to  diration  of  work  with  trau- 
matced  patients  ( Devilly  et  al..  2009;  Galek  et  al^  20 1 1 X 

Assuming  that  exposure  to  trauma  patients  is  a  one-dinensional 
oonstnict  m^*  paitiall)'  oplain  the  irKonsistendoi  in  rcsea'ch  on 
the  associ^ons  between  indirect  trauma  exposure  and  STS  (Sabirv 
Harrell  and  Turpii.  20<BX  To  claity  which  a^ectsof  the  exposire  m^* 
be  relevant  for  SIS,  wc  accounted  for  four  indicts  of  indirect  trauma 
expostre  in  mental  healfo  providers:  diveisity,  volume,  frequency,  and 
ratio.  Diversity  reflected  the  variety*  of  indirect  trauma  exposure  and 
allows  for  determining  whether  a  prov*ider  treats  patients  for  PTSD 
eaused  by  one  type  of  traumdic  event  (e.j^,  natural  disaster)  cr  whether 
a  provider  oflers  services  for  p^iemts  with  PI'SD  caused  by  multiple 
types  of  traumatic  everts  (e.ji^,  a  combat-rebted  oipcrienoe,  transpor- 
uaion  accidertX  Volume  referred  to  the  number  of  patients  treated 
for  eiposue  to  a  traumatic  event.  Frequeney  indicted  how  offen  a 
prov*ida  vras  exposed  to  a  patientk  traianatic  material  Ratio  indicated 
the  percentage  of  tratan^ized  patients  in  the  providers  case  load.  Fur¬ 
ther.  because  the  mertal  healh  providers  in  thus  slud>*  prov  ided  their 
serv  ices  to  military  and  veteran  patients,  the  ratio  of  patients  with 
tratsna  <aused  by  a  mi)itai>*  combat  experience  was  abo  considered. 

Psychosocial  and  Work-Related  Correlates 

In  addition  to  the  indirect  exposure  to  trauma  organizational 
aid  individual  factors  may  affect  professionals  working  with  trau¬ 
matized  militar>*  patients  (Vbss  Horrell  et  al.,  2012X  For  example, 
a  providff's  own  direct  expostre  to  traumatic  events  m^  coraribute 
to  STS  s)*mptoms  (cf.  Dev  illy  et  al.,  2009  X  llius,  one^  personal 
trauma  history  should  be  acoourted  for  when  testir^  for  the  rcla- 
bondiip  between  indirect  exposure  and  STS.  Recent  research  indi¬ 
cated,  however,  that  the  results  of  studies  testir^  the  rdation.diip 
between  peiscnal  hiskiy*  of  tratsna  and  STS  were  incoixlusive 
(Klvwiod  et  al..  2011).  The  disoepaicies  in  the  results  may,  to  some 
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de^ee,  depend  on  the  type  of  the  direct  traiana  exposure  measured. 
For  exarrple,  lifetime  personal  history*  of  trauma.  bi8  not  past-year 
traiana  exposure,  was  positively  correlated  with  STS  in  child  pro¬ 
tective  services  workers  ( Bride  et  al.,  2007). 

Iheories  of  PFSD  emphasize  the  importance  of  cognitive 
appraisals  as  contributors  to  the  etiology  and  maintoianoe  of  PTSD 
(Dalgleish,  2004;  Fhlera  and  Clark,  2000X  In  particular,  negative 
appraisals  about  the  nature  and  meaning  of  the  event  (e.^,  whether 
it  offeis  threat  or  safety),  about  the  self  (eg.,  roctions  to  the  event 
and  subsequent  trauma  s>mptoms),  and  aboiX  the  world  (eg.,  other 
peopled  reaction  to  the  evoit)  are  all  said  to  contribute  to  the 
developmcrX  of  posttraianatic  distress  (Fhlets  and  Clark,  2000). 
Other  types  of  cognitive  appraisals  may  involve  evaluations  of  the 
imporlarKe  or  iir^iact  of  the  stress  expostae  on  subsequent  forx- 
tionir^.  Indeed,  theories  of  str»s  assume  this  ty'pe  of  copiitive  ap¬ 
praisal  as  a  key  component  of  stress  and  adaptation  processes 
predictive  of  stie^  conscquencos  (Lazarus  and  Folkman,  1984). 
Firtha,  the  individuals  appraisal  of  the  impact  of  the  exposure  is 
related  to  the  OSM-fV-TR  (APA,  2000)  criterion  F  for  the  PTSD  di¬ 
agnosis  reading  the  signiftcanoe  of  fonctional  impairment.  Ihcre- 
fore,  the  present  stuity*  invatigated  the  relationship  between  the 
mental  health  iroviders*  gipralsal  of  the  impact  of  the  indirect 
exposure  and  STS  s>mptoms. 

bi  addition  to  the  indirect  exposure,  appraisal  of  its  impact, 
and  direct  expostre  to  trauma,  some  woik  characteristics  m^*  also 
predict  STS  in  mental  health  providos.  Ihecries  otplaining  (Stress 
among  workers  highlighted  that  work -related  demands  and  woik- 
rcL^ed  .si^poit  have  predicted  en^la>ees*  well-being  (Cieslak  et  al, 
2007;  Van  der  Docf  and  Maes,  1999X  In  line  with  this  assump¬ 
tion,  work-related  characteristics  were  found  to  predict  STS  symp¬ 
toms,  and  their  effect  was  stroller  than  the  effect  of  the  indirect 
exposure  (Devilly  et  al,  2009). 

One  work-related  charactefistic  ^ecific  to  mental  health  pro¬ 
viders  is  the  type  of  ps>*diotherap>*  prov  ided,  such  as  prolor^ed  ex¬ 
posure  (PE).  One  mi^t  consider  this  to  be  a  risk  factor  for  therapists, 
yet  an>'  assuiTfitions  should  be  made  with  caution  because  prov  idir^ 
exposure  therap>*  for  tratsna  patients  was  not  found  to  be  related  to 
STS,  whereas  clinicians  who  advocate  exposure  therap>*  but  do  not 
prov'ide  it  for  patients  were  found  to  present  strong  STS  s>inptoms 
( Deighton  et  al.,  2007). 

Professional  social  support  is  often  identified  as  a  proteetKe 
factor  for  the  development  of  STS.  'Hie  results,  however,  are  am¬ 
biguous,  even  for  studies  using  the  same  measure  of  STS.  For  ex¬ 
ample,  imestif^tors  of  Internet  child  pomograph>*  who  indieated 
high  social  support  from  fanily  aid  friends  reported  low  STS,  but 
stror^  reliance  cn  co-wcrkers  was  correlatod  with  high  STS  ( Poez 
et  al.,  2010X  High  work-relaod  social  st^port  was  fouid  to  predict  a 
low  level  of  avoidance  s)'mp(oms  but  was  unrelaed  to  intmsion  and 
arousal  s>*mptoms  of  STS  (Argentero  and  Setti,  201 1).  bi  addition, 
some  aspects  of  organizational  si^iport  (eg.,  informational  support) 
seem  to  be  an  in^ortant  proteettve  factor  for  development  of  STS 
s>‘mpt€ms  (Oioi,  201 1  b).  Ihere  is  also  evidoice  for  roducii^  STS 
s>‘mp(oms  through  professional  support  received  in  clinical  sqiervi- 
sion  (Creamer  and  Liddle,  2005).  I1iis  evidence  ^ows  that  profes¬ 
sional  si^crvisicn  may  constitute  a  protective  factor  for  development 
of  STS.  Ccdlectively,  the  research  is  equivocal  on  (he  positive  and 
ne^tive  effects  of  professional  support  for  mental  health  providers. 

STUDY  1:  PREVALENCE  AND  CORRELATES  OF  STS 

Ihe  ptrposes  of  this  study  were  twofold:  a)  to  test  the  rela¬ 
tionship  between  indirect  exposure  to  trauma  (measured  with  a 
multidimensional  assesment  of  the  oeposure,  iiKluding  diversity, 
volianc,  frequency,  and  ratio)  and  STS  and  b)  to  investigate  the 
possible  correlates  of  STS:  personal  htstay*  of  trauma,  providers* 
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^praUal  of  the  intact  of  secondaf>’  exposure,  woik  chaiacteristics, 
aid  professional  si^port. 

Methods 

Participants  and  Procedure 

stu<^'  was  part  of  the  oi^oing  SupportNct  Project 
designed  to  evaluate  indrect  exposure  to  trauma;  work-related  de¬ 
mands  and  resouices;  and  their  impact  on  job  burnout,  work  en- 
^gement,  and  STS  in  militar>'  mental  health  pim  iders.  Data  were 
oollected  by  means  of  an  online  surs  ey.  An  e-mail  with  infonnation 
^oia  the  St^portNel  study  and  a  link  to  the  sur>ey  was  sent  to  on- 
post  and  off'post  behavioral  health  providera  woikii^  with  military 
patients.  The  olT-post  pro>iders  {Le.,  located  in  the  civilian  conmu- 
nity )  recehed  an  imitation  to  this  stud>’  throia;h  an  online  newsletter 
sent  by  TriWest  Healthcare  Alliance,  an  organiration  that  manages 
health  beneHts  for  military  p^ents  and  their  farralies.  Ihe  on-post 
providers  (te^  woHdng  within  military  installations)  were  contacted 
b>’ e-mail  sent  by  the  director  of  the  Department  of  Behavioral  Health 
it.  Evans  Ami>’  Cbirmunit)'  Ho^ital  at  Fort  Carson,  CO,  and  by  the 
p5>‘chology  consultant  to  the  US  Army  Surgeon  Cieneral. 

Of  339  participaias  who  initially  consented  to  this  study.  224 
(66%)mettheincli]sioncTiteria(t.e,woiku^^  least  1  years  adinical 
ps>'chobgist,  cotsiselor,  or  social  worker;  providir^  so^ices  for  a 
militar>'  populatiort;  and  being  indiectly  exposed  to  trauma  throi^ 
work  with  patients)  and  completed  the  surv^.  I1ie  mear  age  was48.92 
(SD,  13.04)  >eas,  and  the  mcEUi  length  of  work  experience  was  16.40 
(SD,  10.42)  years.  Demographic  and  work  characteristics  of  the  sanple 
ae  presented  in  rd))e  1.  Hie  p^cfiarts  were  predominantly  women 
(67%);  with  doctorate  (54%)  or  mastn's  degrees  (46%);  and  workit^ 
fell  time  (78%)  or  pal  time  (22%)  as  clinical  psychologists  (45%), 
ootsiselors  (31%),  or  social  workers  (23%).  Slightly  more  than  half  of 
the  sample  was  servir^  as  orr-post  (57%);  and  the  rest,  as  olPpost 
(43%)  behavioral  health  providers.  The  san^le  was  aknost  equal^' 
s^it  between  those  who  did  and  those  who  did  not  hove  any  military 
cxperioicet  44%  and  56%,  roipecttvdy ).  One  fifth  of  the  sample  ( 19^i^ 
had  deployed  to  a  combat  rone  at  lost  once.  They  reported  using  a 
mixftire  of  differoit  therapeutic  ^praoches,  with  most  leportii^  cog¬ 
nitive  bdiavioral  thcrap>'  (CBX  9(>^b),  followed  by  cognitive  process- 
ir%  therap>'(CPT,42%),  PE(30%X  aid  eye  movemera  doaensitiration 
aid  reproccsising  ( EMDR,  29%X 

Measures 

Ilie  online  questionnaire  consisted  of  several  instmmerts. 
Indirect  exposure  to  trauma 

Ihe  Secondary  Irauma  Exposure  Scale  (STES)  was  devel¬ 
oped  for  the  purpose  of  this  study  to  measure  merOal  health  pro¬ 
viders*  indirect  exposure  to  traumatic  events.  Similar  to  the  brief 
instmments  desired  for  screening  direct  oposure  to  trauma  (Norris, 
1990),  the  STES  consists  of  the  list  ofpotcntially  traumatic  everts,  bi 
the  STES,  however,  paticiparts  are  not  instmeted  to  indicate  the 
traumatic  events  they  personally  experienced  but  to  check  the  events 
(answos  yes  or  no)  the>'  were  exposed  to  through  their  work  with 
patients.  The  list  of  10  everts  included  natural  disasters,  transporta¬ 
tion  accidents,  other  serious  acciderts.  ph)'sical  assaults,  sexual  as¬ 
saults,  oth<r  life-threatening  crimes,  military  conb^  or  exposure  to  a 
war  zone,  life-threatening  illness  or  injiry,  sudden  death  of  someone 
dose,  and  a  global  category  of  **other.** 

TTie  Sl^  mcasites  four  aspects  of  indirect  exposiae:  diversity, 
vobme,  frequeiKy  and  ratio.  'Hie  divffsit>’  indec  is  calculated  by 
ootaitii^  how  moiy  types  of  traumatic  everts  were  dicdced  on  the  list 
(range,  O-lOX  \bltane  and  frequency  of  an  indirect  exposure  were 
measired  with  two  sqiarate  questions  also  referring  to  the  list:  *"Durir^ 


your  professional  caeer,  how  man>*  of  your  patients  experienced  at 
least  one  of  the  above  everts?*'  (the  response  scale  "none.  1  or  2, 10  or 
less,  50  or  less,  100  or  less,  a  few  hiaidred.  and  a  few  thousand'  was 
coded  as  0,  2,  10,  50,  1(X),  500,  and  1000,  ic^KsctivcIy)  and  “Durirg 
your  entire  professional  career,  how  frequent!)'  have  you  worked  with 
patients  who  cxpcrietKed  M  lost  one  ofthe  above  everts?"  (scale;  1-7: 
never,  a  few  days  in  a  yea*;  1  d^’ a  month,  a  few  d^sa  month.  1  d^  a 
week,  a  few  d^  a  week,  and  every  day),  respectively.  ITv  ratio  of 
indirect  exposise  was  assesed  with  two  questions  estimatir^  the  per¬ 
centage  of  the  providers*  clieits  who  were  traum^ized. 

Appraisal  of  the  impact  of  int&rect  eyqtosure 

Ihe  appraisal  of  the  impact  of  being  ocpcsed  to  the  history  and 
details  of  patients*  tratmatic  events  was  assessed  with  10  items.  'Ihe 
participants  were  asked  to  assss  how  hearing  about  each  checked 
evert  in  the  STES  affected  them.  Ihe  resqxnses  ae  given  on  a  scale 
from  I  to  7  (from  "very  negative*  through  “neutral**  to  "very  posi¬ 
tive*  X  The  item  mean  score  was  calculated  as  the  index  of  appraisal. 
The  Cronbach's  a  was  0.92. 

Direct  exposure  to  trauma 

To  cortrd  for  the  providers  'direct  exposure  to  trauma,  we  asked 
a  question  referring  to  the  list  of  10  potentially  traimatic  events 


TABLE  1.  Demographic  and  WorE  Qiaracteristics  of  the 
Behavioral  Health  ProvideK  Participating  in  the  SupportNet 
Study 

Characterlslic 

a 

% 

Sex 

Male 

75 

33 

Female 

149 

67 

Relatianship  status 

Loiq;-tcmi  oommited  rdationship 

169 

75 

Not  in  a  relationship 

50 

22 

Profession 

Clinical  psychologist 

102 

45 

Couisdors  or  ps>'(hotherapists 

70 

31 

Socia]  workos 

52 

23 

Education 

Master's  degree 

103 

46 

Doctorate  or  professional  degree 

120 

54 

Employment 

Part  tine 

49 

22 

Full  tinte 

175 

78 

Mibtaiy  cxpaicncc 

No  militery  service 

125 

56 

Active  or  fonner  militeiy 

98 

44 

Deployment 

43 

19 

Therapy 

CBT 

201 

90 

CPT 

95 

42 

PE 

68 

30 

EMDR 

64 

29 

Work  setti]^ 

On-post  providers 

127 

57 

Offpost  providcfs 

97 

43 

N  “HAftg  tie  ton]  suniie.  Iveqaaicinniayooi  aid  e  224  becaoeoftniBng 

daSL.  Peracta^N  nmy  not  sxn  to  100%  beeaxae  of  omaeg  dab  or  tottodng  off. 
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TABLE  Z  Desaiptive  Statistia  for  the  Demographic,  Work<Reiatect  and  Exposure-Related  Characteristics 


Variables 

Mam 

.SD 

Actual 

Potential 

Age 

48.92 

13.04 

28-80 

— 

Years  of  work  experieiKC 

16.40 

10.42 

1-45 

— 

W>rk  characteristics  and  professional  support 

Too  much  paper  work 

2.79 

1.31 

1-5 

1-5 

Too  mai^  patients 

2.01 

1.23 

1-5 

1-5 

No.  hours  of  ndividual  clinical  supervision  or  oonsultAion  per  month 

151 

3.90 

0-28 

— 

No.  hours  of  groiqi  clinical  supervision  or  consultation  per  month 

2.17 

3.25 

0-20 

_ 

Frequency  of  peer  siqxrvision 

4.32 

1.49 

1-7 

1-7 

Direct  exposure 

3.24 

1.84 

1-9 

0-10 

bidrect  aiposure  to  traiana 

Dh  a^ity  of  exposure 

7.41 

X18 

1-10 

0-10 

Vtokimc 

423.89 

295.49 

2-1000 

0-1000 

Frequency 

6.17 

0.96 

3-7 

1-7 

Ratb:  peicoitagc  of  traunuQzcd  patients 

63.32 

25.25 

2-100 

0-100 

Ratio:  pereentage  of  patients  describing  a  graphic  milita^*  combat  expericnoc 

3X02 

28.54 

0-100 

0-100 

Appraisal  of  ridirect  trauma  exposure 

3.34 

0.77 

1-6 

1-7 

srs 

31.91 

10.65 

17-66 

17-85 

RespcoK  rates  fcr  ndkes  of  vofame,  fteqoency  and  frei|uenLy  of  peer  rapervisoo  ae  pnrvidad  in  tie  ffivt  and  Eipamre  CkamcnnMa  aeakn  (tee  Jkmfs  far  ttidy  1). 


included  in  the  STES:  ""How  man)'  of  the  t>pes  of  traumatic  oents 
listed  abovr  haw  you  peisonally  expcficnccd?'"  (scale  from  0  to  lOX 

Secondary  traumahc  xtreis 

S>mp(onis  of  secondar>*  trauma  uere  measured  with  the  STSS 
(Bride  et  al.,  2(X)4).  Ihis  1 7-jtem.  self-report  instrument  ev  aluated  the 
frequenc>’  of  inlnisiGn,  avoidoicc;  and  aiousal  symptoms  rcsultii^ 
from  an  indirect  oposure  to  trauma  at  work.  I'he  Ifrt  of  symptoms 
oonc^Knds  to  the  B,  C,  aid  D  dia^ostic  chteria  forP'PSD  specified  in 
the  DSM-I  t-TR  ( APA,  2000) .  Ilie  responses  were  given  on  a  scale  from 
I  to  5  (from  “never""  to  ""very*  often*).  The  paiticipents  indt<ated  how 
often  each  of  the  symptoms  was  ocperienced  in  the  last  month.  Scores 
were  obtained  by  summing  the  items.  Good  psy  chometiic  piDpertio  of 
this  instniment  hav  e  been  demonstrated  in  many  studies  ( Bnde,  2007; 
Bride  et  al.,  2004).  'Hie  reliability  in  oir  stu<fy  was  a  =  0.79  for  in¬ 
trusion,  a  =  0.87  for  av  oidance,  a  =  0.84  for  arousal  sy  mptoms,  and 
a  =  0.93  for  the  total  score. 

Hork  cA4ini<r/emf7c.v  and  prafesxtonal  support 

Several  suney  questions  were  designed  to  gain  knowledge 
^oia  woik  content,  woik -related  demands,  and  raourocs.  We  asked 
aboiX  the  primary  occupational  role  (clinical  psychologisL  counselor, 
psychotherapist,  or  social  worker),  therapeutic  approaches  used  in 
wofk  with  clients  (CBT,  CPT,  PE,  or  EMDR),  cmploymett  status 
(part  time  or  full  time),  yeais  of  work  expoience  as  a  mental  health 
fteov  ider,  the  exact  nianber  of  hoirs  of  individual  and  gro^i  super¬ 
vision  received  monthly;  and  frequency  of  professional  peer  support 
(sole,  1-7:  never,  a  few  days  in  a  year,  1  day  a  montK  a  few  d^'s  a 
month,  1  day  a  week,  a  few  days  a  week,  and  every  day).  We  also 
assessed  the  participants'  percqition  of  their  workload  in  the  last 
moith  by  asking  how  frequently  diey  were  constrained  by  a)  having 
too  much  paper  work  and  b)  having  too  many  patients  (scale,  1-5: 
less  than  once  per  month  or  never,  once  or  twice  per  month,  once  or 
twice  per  week,  once  or  twice  per  d^,  and  several  times  per  day). 

Oemofgraphic  information 

Sociodemo^^hic  informatiDn  was  oolloctcd:  soi,  age,  highest 
level  of  education,  rel^ondiip  st^us,  military  status,  and  deployment 
to  a  combat  zone 
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Results 

Work  and  Exposure  Characterkstks 

Table  2  presents  means,  staidaid  deviations,  and  actual  and 
potential  raises  for  the  main  variables  of  this  study.  The  participants 
were  receiv  ing  a  mean  of  2.51  hours  of  indiv’idual  clinical  si^iervi- 
sion  and  ZI7  hoirs  of  group  clinical  superv'ision  per  month.  They 
were  receivii^  peer  support  by  discussing  the  patients  with  col¬ 
leagues  for  a  few  di^*s  a  month  (mean  percentage  of  response  <atc- 
gories:  never,  154;  a  few  days  in  a  year,  1354;  1  day  a  month,  1654;  a 
fewd^s  a  month,  2754;  I  day  a  week,  1554;  a  few  d^s  a  wedc,  23%; 
and  every  day,  5%X  The  respondents  also  indicated  thd  they*  were,  on 
average,  constrained  by  haviiig  too  many*  patients  (i.e.,  once  or  twice 
per  month)  and,  more  frequently,  by  having  too  much  paper  work 
(Le^  once  or  twice  pa*  we^).  All  the  providers  reported  al  least  one 
personally  experienced  traumatic  event,  with  a  mean  nunfrier  of  ap- 
proximateiy  3  (SD,  1.84).  A  simila*  raimber  of  personally  experi¬ 
enced  traumatic  events  were  reported  among  military  medical 
personnel  (Maguen  et  al.,  2009). 


TABLE  3.  Frequency  arxl  Percentage  o(  the  Behavioral  Health 
Proviciers  Meeting  the  Diagnostic  Criteria  lex  STS  Due  to  an 
Inctrect  Trauma  Exposure  through  a  Practice  with  Traumatized 
Malta  ry  Patients 

Criteria 

H 

% 

No  criteria  met 

76 

33.9 

Criterion  B:  intrusion 

129 

57.6 

Criterion  C:  avoidance 

67 

29.9 

Criterion  D:  a’ousal 

79 

35.3 

Criteria  B  and  C 

53 

23.7 

Criteria  B  and  D 

66 

29.5 

Criteria  C  and  D 

51 

22.8 

Criteria  B.  C,  and  D 

43 

19.2 
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TABLE  4.  Comparing  Intensity  of  Intrusion,  Avoidance;  Arousal,  and  Total  Score  of  the  STSS 
Results  Obtainm  in  Other  Studies 

in  the  SupportNet  Study  With 

Study 

l^iidpunts(ji) 

Intrusioa.  Mens  (SD) 

Avoidance.  Mean  (SD)  Arousal,  Mean  (SD) 

Total  score.  Mean  (SD> 

SupportNct  study 

Behavioral  hcalti  prov  do’s  workup 
with  military  nauina(224) 

8.91  (2.%) 

13  J3  (506) 

9.68  (3.63) 

31.91  (1065) 

Bride  (2007) 

Social  woffkcrs  (276) 

8.18  (3.04) 

1258(500) 

8.93  (3.56) 

29.69  (10.74) 

Bride  dal. (2007) 

Child  protective  sovioes 
workers  (187) 

10.97  (4.07) 

1564  (5.98) 

11.58  (4.22) 

38.20(13  58) 

Bride  cl  al.  (2009) 

Substance  abuse  counsdors  (225) 

8.83  (3.28) 

13.14(554) 

9.27  (4.10) 

31.20(1250) 

Choi  (2011a) 

Provideis  for  sirv  ivocs  of  femily  or 
sexual  violence  (154) 

9.10  (2.90) 

13.40(500) 

95(3.5) 

32.07  (1059) 

^ilh  Hatdia 
dal.  (2011) 

Juvenile  justice  oducalion 
workers  (89) 

10.64  (3.19) 

15.73  (4.90) 

11.37(3.79) 

37.74  (10.74) 

In  terms  of  secondary’  cxposuie,  the  pim  iders  indicated  that, 
on  average,  during  the  course  of  their  professional  career,  they 
treated  se\en  diflfeient  t>pes  of  traiana  (cf.  dnetsity),  worked  writh  a 
few  hiaidrcd  traumatized  patients  (percentage  of  response  categories 
fer  volume:  none,  0%;  I  or  2,  10  or  less,  2%;  50  or  less,  12%; 

too  or  las,  18%;  a  few  htaidred,  54%;  a  few  thousand,  13%),  and 
treated  traisnatized  patients  for  a  few  d^s  a  wedc  (percentage  of 
te^nse  categoria  for  frequoic^':  never,  0%;  a  few  d^’s  in  a  year, 
0%;  1  day  a  month,  2%;  a  few  d^s  a  month,  6%;  1  day  a  week,  10%; 
a  few  d^’s  a  wedc,  38%;  cv'er>’  dr^,  44%).  The  pn)>iders  declared 
that,  in  their  professional  career,  approximately  63%  of  the  patients 
were  traumatized  (cf.  ratio)  and  32%  experieiKed  military-related 
traumas.  Ihe  appraisal  of  the  impact  of  this  indirect  traiana  expo¬ 
sure  on  the  providers  was  n^atise  (3.34  on  a  scale  from  1  to  7,  with 
3  meanir^  ""somewhat  negati\e**). 

Prevalence  of  STS 

Table  3  preserts  how  man>'  behavioral  health  providers  met  the 
diagnostic  criteria  for  STS.  The  algorithm  proposed  by  Bride  (2007) 
follows  lecomnendations  for  a  diagnosis  of  Pl'SD 

(APA,  2000)  aid  includes  criteria  B  ( intrusion  or  re-experiencing),  C 
(avoidance),  and  D  (arousal)  and  their  combinations.  Criterion  A  (an 
indirect  or  direct  exposure  to  trauma)  was  met  by  all  participaits  as 
part  of  the  inclusion  criteria  for  this  study.  According  to  the  algo¬ 
rithm,  symptoms  of  STS  included  in  the  STSS  are  endorsed  if  the 
givoi  oonesponding  item  is  scored  3  or  higher  on  a  scale  from  I  to  5. 
At  least  one  symptom  must  be  oidcrsed  to  meet  critcricn  B,  three  for 
criterion  C,  and  two  for  cTiterion  D. 

fable  3  shows  that  despite  being  indirectly  exposed  to  the 
traumatic  history  of  patients,  33.9%  of  the  participants  did  not  meet 
aiy  of  the  B,  C,  or  D  criteria  for  PTSD.  However,  19.2%  of  the 
providers  met  all  three  core  criteria  for  PTSD.  ITic  thee  occi^ational 
poups  (counselors  or  psychotherapists,  social  werkos,  and  clinical 
psychologists)  did  not  differ  in  terms  of  meetiiig  all  three  diagnostic 
oitcria  x  (2,  -  224)  —  1.48,  p  -  0.478,  or  in  terms  of  the  meai 

taul  STS  scores,  82421)  =  0.79,/)  =  0.455,  =0.007.  Differail 

combinations  of  two  of  the  criteria  were  found  in  22.8%  to  29.5%  of 
the  stud)’  population.  The  criterion  met  most  frequently  was  intrusion 
(57.6%),  foDowedby  arousal  (35.3%)  and  avoidance  (29.9%).  Table  4 
presoits  dacriptive  statistics  for  intensity  of  intnisioa  avoidoicc;  and 
a-ousal  .s>’mptoms  aid  fer  a  total  scoro  on  the  STSS. 

Correlatex  of  STS 

Further  statistical  analyses  explored  whether  the  paticipants* 
demographic,  expostrc-related,  and  work-related  characteristics  were 
related  to  STS.  In  the  case  of  the  categorical  variables,  a  series  of 
one-way  analyses  of  variance  were  used  to  test  for  STS  differences 
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across  sex,  relationship  status,  profession,  education  levels,  employ¬ 
ment,  military  status,  deploymeiA,  different  types  of  theiapeitic  ap- 
proacha  used  in  work  with  patients  (CBT,  CPT,  PE,  or  EMDK),  arid 
type  of  work  settir^  (on-post  versus  off-post  providers).  Desaiptive 
statistics  for  these  variables  are  praeracd  in  fable  1 .  None  of  these 
cha'acterisdes  hadasi^iificant  effect  on  intensityofSTS(all/^<  1.60 
andp)s>  0.207). 

Correlational  analysis  ( Brarson^  r)  conducted  for  continuous 
variables  showed  that  several  work-  and  expostse-related  factors 
were  associated  with  STS.  As  shown  in  Table  5,  only  one  of  five 
indices  of  indirect  trauma  exposure,  the  ratio  of  traumatized  clients  in 
ones  professional  career,  was  correlated  with  STS.  fhe  providers' 
personal  history  of  trauma,  being  constrained  by  having  too  many 
patients,  and  too  much  paper  work  were  also  positively  associated 
with  STS.  Final^,  the  providers'  appraisal  of  inx^act  of  indirect  ex¬ 
posure  to  trauma  was  negatively  correlated  with  STS  (te.,  more 
negative  appraisal  correlated  with  higher  level  of  symptoms). 

In  addidoa  a  regrasion  oialysis  was  conducted  with  Hv’e 
significant  correlates  of  STS  entered  as  prcdictcrs  of  the  STS 
symptoms,  llie  regression  equation  was  significait,  El[5,218)  - 
16.14,  p  <  0.001,  =  0.27.  Multicollincarity  was  not  a  problem  in 

these  data  (VIE  <  1.33).  Overall,  the  predictors  explained  27%  of  STS 
vahance.  Havir^  too  many*  patients  (^  =  0.27,  p  <  0.001  X  higher 
levels  of  direct  exposure  to  traumaO  -  0.17,  p  -  0.004X  and  more 
negative  appraisal  of  impact  of  indirect  exposure  O  -  0.33,  p  <  0.00 1 ) 
predicted  higher  frequency  of  STS  sy  rix^toms.  The  effects  of  amoiait 
of  papa  work  (^  =  0.04)  and  the  ratio  of  traianatizedclienfei  in  one^ 
professional  career  (p  =  0.05)  woe  negligible.  Study  2  followed 
these  findings  to  conxiare  oir  prevalence  ratii^s  with  other  sonplos. 


STUDY  2:  META-ANALYSIS 

Sev  eral  studies  have  evaluated  the  frequencies  of  STS  across 
groups  of  behavioral  health  professionals,  lliese  studies  relied  on 
similar  methods  bra  reached  different  conclusions  in  terms  of  STS 
symptoms.  One  possible  w^  to  integrate  the  existing  evidence  would 
be  to  conduct  a  systematic  review  or  meia-analysis,  whidi  collates  all 
empirical  evidence  usir^  the  sy*stemraic  procedire  of  search,  ex¬ 
traction,  and  evaluation  of  studies  to  minimuc  researchers'  biases. 
Compared  with  systematic  review,  meta-analysis  accomts  for  the 
fact  that  analyzed  studies  may  differ  in  terms  of  statistical  power,  bi 
addition,  meta-analysis  allows  for  statistical  estimraion  of  the  mean 
level  of  symptems  across  thesampla  (wei^ted  meanX  h  also  allows 
for  calculation  of  the  confidence  intervals  (Cls),  winch,  with  the 
assianed  probability  level  (usually  95%X  indicate  iitervals  within 
which  the  man  level  of  sy  rixitcms  for  the  population  should  be  in¬ 
cluded.  These  refetcnce  poims  might  be  very  useful  for  diagiostic 
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Secondary  Traumatic  Stress 


TABLE  6.  Meta-analysis  Results  for  Severity  of  STS  Symptoms 
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6 
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12.94 

14.92 
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Arousal 

6 

10.03 

7002*** 

92.86 

920 
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32.91 
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purposes.  The  aim  of  study  2  was  to  compare  the  mean  loci  of  STS 
in  the  im  estigated  population  with  the  mean  lex  eU  of  STS  in  other 
populations. 

Methods 

Descriptive  statistics  found  for  bdia%ioral  health  prcniders 
wofiing  with  the  militar>’  v^cre  compared  with  statistics  obtained 
from  pievious  studies  in  which  STS  was  measured  with  the  STSS. 
Afticles  cited  in  I'dile  4  were  identified  tbroi^h  searches  of  data¬ 
bases  tPsychINFOt  PILOT,  MEDLINE,  and  ScicnccDirect)  for  peer- 
reviewed  slides  published  in  English  through  April  2012.  Ihe  on^' 
key  wofd  used  for  identification  of  resea'ch  was  the  name  of  the 
scale:  Secondary  Traumatic  Strexs  Scxde.  A  number  of  criteria  had  to 
be  met  to  be  included  in  the  meta-analytic  review.  Participants  had  to 
be  indirectly  exposed  to  traiana  through  their  wodc.  In  addition,  the 
^cle  must  include  information  about  sample  sire,  man  values,  and 
standard  dev  iations  for  each  subsale  of  the  STSS  aid  for  the  total 
score. 

Of  the  27  aticles  idend  fied  and  reviewed,  5  met  the  inclusion 
criteria.  Most  studia  were  excluded  because,  although  these  |To- 
vided  a  total  score  for  the  STSS,  these  did  not  provide  appropriate 
descriptive  statistics  for  the  intrusion,  av'oidance,  and  arousal  criteria. 
Ihe  sample  size  for  the  individual  studia  included  in  the  meta- 
aialysis  rariged  from  89  to  276,  and  a  total  of  1 155  participants 
were  included  in  the  meta-anal)^^. 

Results 

Table  6  dispbys  the  results  of  the  meta-analysis.  Significant 
results  of  heterageneit>’  test  (Cochran^  Q)  indicated  that  variation  in 
mean  values  across  the  studies  is  due  to  heterogeneity'  rather  than 
diance;  therefore,  the  iandom<<rcct  meta-analysis  method  was  ap¬ 
plied.  Most  of  the  variability  across  the  sampla  was  due  to  between- 
studies  variability  (/^>9(P/p)  and  not  due  to  sampling  errom.  Across 
the  samples,  the  95%  Cl  for  the  man  values  of  the  STSS  would  be 
8.53  to  10.51  for  intrusion,  12.82  to  15.31  for  avoidance,  9.06  to 
11.15  for  arousal,  and  28.81  to  37.45  for  total  STSS  score. 

The  mean  values  for  intrusion,  avoidance,  arousal,  and  total 
score  from  the  SupportNet  study*  were  contained  in  a  range  of  rc- 
!^)ective  Cls  calculated  in  the  meta-anal>’sis.  This  indicates  that  the 
severity  of  STS  sy  mptoms  in  the  SupportNet  sample  is  similar  to  the 
severity  of  these  sy*mptoins  in  other  imestigated  populations.  This 
conclusion  remains  valid  even  if  the  results  of  the  ciarert  study  are 
excluded  from  the  meta-aialysis. 

DISCUSSION 

A  logical  extension  of  the  psychological  strain  endured  by 
military  members  who  have  completed  deployments  to  baq  and 
A^hanistan  is  the  presence  of  STS  symptoms  in  those  who  care  for 
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them.  Prev’ious  research  targetir^  clinicians  worldr^  with  civilian 
population  showed  that  among  those  who  were  indirectly  exposed  to 
traian^c  material  throi^h  work,  a  sbcable  pereentoge  (15*/e-39%) 
experienced  STS  (tiride,  2007;  Bride  et  al..  2007,  2009;  Choi.  201  la; 
Domingua-Ciomo;  and  Rutledge,  2009;  Smith  Hatcher  ct  al.,  2011; 
Quinal  et  al.,  2009).  Ihe  present  study  documents  the  level  of  STS  in 
military’  behavioral  health  providers.  A  limited  impact  of  indirect 
exposure  to  trauma  at  work  on  developing  STS  sy’mptoms  was 
found  in  approximately  a  third  of  military  behavioral  health  pro¬ 
viders,  whereas  one  in  five  reported  meeting  all  criteria  of  PTSD 
because  of  indirect  expostre  to  trauma.  Compared  with  rates  of 
curretk  PTSD  among  veterans  <2%-l7%;  Rich^dson  et  al.,  2010) 
or  the  general  population  (3.5%;  Kessler  et  al.,  2005)  the  prevalence 
observed  in  the  pieseia  study'  is  high.  It  may  be  assumed  that  the 
performance  of  different  tasks  (including  those  work  related)  m^' 
be  affected  by  PTSD  symptoms  (cf  Wald  and  Taylor.  2009).  Be¬ 
cause  synptoms  of  STS  seem  to  be  a  conmon  problem,  military 
behavioral  health  providers  may  need  easy  access  to  effective  psy¬ 
chosocial  iraerventions  (for  overview,  see  Stergiopoulos  et  al., 
201 1),  targeting  the  reduction  of  STS  symptoms  and  therefore  inv 
prov  ing  their  work  outcomes. 

Ihe  meta-analytic  results  demonstrate  similar  rates  of  STS 
symptoms  in  the  sample  of  military*  behavioral  health  prov  iders  and 
among  other  high-risk  professions  such  as  emergency  and  rescue 
workers,  sifostanoe  abuse  coinselois,  and  agency-baaed  social 
woikers  (Argcntcro  and  Setti,  201 1;  Bride.  2007;  Bride  et  al.,  2009). 
The  results  of  oir  meta-analysis,  indicating  similar  lev'els  of  STS 
symptoms  across  the  studies,  support  the  validity  of  our  (hidings  and 
allow  for  catfoous  generaliretions.  A  lack  of  differences  across 
woikers  exposed  to  secondary*  trauma  and  prov*idii^  aerv'ices  to 
various  types  of  clients  may  indicate  that  thetypeofperfoimed  woik 
(e.j^,  social  work,  education,  or  counselir^;  woikii^  with  trauma¬ 
tized  familia,  offenders,  military)  may  play  a  negligible  role  in 
explainir^  STS  symptoms.  On  the  other  hand,  althot^h  levels  of  STS 
are  similar,  its  syn^toms  may  be  explained  by  different  predictors 
across  populations. 

Du*  fmdir^s  shed  light  on  exposure-related  woik  chaacter- 
istics  that  mi^  contribute  to  the  development  of  STS.  Across  the 
indices  of  exposure,  only  the  ratio  of  traumatized  clients  in  ones 
professional  career  ws  ssoci^ed  with  STS  among  the  prov*iders 
woikii^  with  military  patieras.  So  for,  research  indicated  th^  the 
percentage  of  traum^a^  clients  m^  be  a  prevalent  stressor  anor^ 
professionals  woiking  with  traum^ized  clients  (Bride  et  al.,  2009). 
Voss  Horrell  et  al.  (201 1)  suggested  that  secondary'  exposure  char¬ 
acteristics,  such  as  years  of  experience  in  trauma  treatment,  total 
hoirs  per  week  spent  woikir^  with  trauma  patients,  and  caseload 
balance,  may  have  a  potential  to  affect  cliniciais  working  with  vet¬ 
erans  of  Iraqi  and  Afghanistan  operations.  These  si^gestions, 
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howcv'cr,  vucTC  baaed  on  a  rev  iew  of  aeaice  leaearch  conducted  amoi^ 
prov  iders  serv  ing  civilian  populations,  llie  results  of  oir  study  sug¬ 
gest  that  the  multidimensicnal  structuie  of  secondary  exposuie  at 
vboric  should  be  taken  into  account  when  predicting  STS. 

Hohaps  the  most  impoitant  correlate  to  consider  refers  to  per¬ 
ceptions  of  the  negative  impact  of  traiana-ielated  work,  lire  importaiKe 
of  cognitive  appraisals  of  signin<ait  errvironmental  stressors  {i.e^ 
tiaiana  clinicai  work)  is  consistent  with  the  general  theories  of  stress 
and  v^rll-beil^  (Lazarus  and  Holkman,  )9S4).  Research  conducted 
anot^  vwirkos  providing  services  to  civilian  popul^ion  and  exposed 
to  secondary  tiaiana  indicated  that  associations  betweoi  stess  ap¬ 
praisal  and  wcll-beij%  be  pvticulaily  relevart  among  those  with 
lower  personal  resources,  such  as  sdf-eflTicacy  (Prati  et  al.,  2010X  Ku- 
tire  reieardr  should  look  for  iixiividual  and  or^nizaticnal  resources 
protcctiig  be^vioral  health  providers  who  poceive  hi^  neg^ve  inv 
pact  of  work  on  their  own  menbl  healtK 

As  previously  noted,  job-related  demands  work  bad.  or- 

gani/^ticnal  constraints)  and  resotrees  suppcit  from  peo^  cr 
si^eriors)  predict  en^loyees*  weD-being  (Cieilak  et  al^  2007;  Van  der 
Doef  and  Macs,  1999).  ITie  present  stud)'  irxliGatcd  that  a  hi^a 
rainfoer  of  patients  atd  more  a<kniiistiative  p^er  work  constitirie  im¬ 
portant  work-related  demands,  associated  with  h^her  levels  STS. 
Vbss  Honell  etal.(20l  I)  lEfcdcase  loadsizeandalackofavaild)ilit)' 
of  si^port  as  the  potentially  critical  job-related  demands  influencii^ 
well-beir^  of  providers  working  with  tiatanatizrd  veterans  of  militar)' 
opoations  in  Iraq  and  Afghanistan.  Our  findit^s  are  in  line  with  results 
reported  by  Devilly  etal.(2009),  in  which  job  stress  levels  were  fomd 
to  be  particularly  irr^ortait  in  predictir^  STS. 

Work -related  resources  such  as  social  st^port  and  peer  super¬ 
vision  were  unrelated  to  STS  levels.  This  findng  is  in  contrast  to  other 
research,  suggestir^  that  more  support  from  colleagues  and  si^ervi- 
scry  sqrport  were  related  to  lower  STS  amor^  work<Ts  providing  ser¬ 
vices  tocivOians  (Argeiteroand  Seth,  201 1;  Choi,  201  lb;Crcanerand 
Uddle,  2005).  Voss  Honell  et  al.  (2011 )  also  iRtcd  peer  supervision 
amotig  potential  protective  foctors,  relevant  for  the  menbl  health  of 
providers  workit^  with  traianatized  veterars  of  operahons  in  Iraq  and 
A^hanLstan.  A^in.  this  st^geshon  was  made  on  the  basis  of  roica'ch 
conducted  amor^  providers  workir^  with  civilian  populations.  One 
oplanrtion  for  the  discrepancies  between  the  Hndir^s  m^ht  be  the 
tsiique  nature  of  the  chain  of  command  in  the  st^rervision  of  militai)' 
dinidans.  Work  stress  resmrch  highlghtod  the  role  of  support  of 
managers  superiors  in  predictir^  enployees*  mental  health  (cC  Ciesldc 
et  al.,  2007).  Clear^,  the  role  of  work-related  support  from  dilTerent 
sources  (supervisors,  co-workers,  and  managers)  in  predicting  STS 
requires  ftather  research. 

We  found  that  the  greater  the  nunfoer  of  direct  exposure  to 
trauma  is,  the  higher  the  repotted  levvl  of  STS  is.  lias  observahon  is 
consistent  with  previous  raearch,  conducted  amor%  providers 
working  with  civilian  clients  (Pearlmai  and  Mac  Ian,  1995),  and  in 
line  with  the  h>’pothesized  determinants  of  mental  health  of  providers 
working  with  military  populations  (Voss  Horrell  et  aU  201 1).  What 
remains  utx'lcar  is  how  personal  trauma  history  interrelates  with 
work-based  demands,  indirect  exposure,  and  resources  to  influence 
STS.  Future  research  should  imestigale  whether  particular  t>pes  of 
trauma,  sudi  as  childhood  abuse  (cC  Marcus  and  Dubi,  2<X)6),  may' 
play  a  particularly  salient  role  and  moderate  the  impact  of  work- 
related  secondary  exposure. 

Oir  stud)'  has  several  limitations.  A  cross-sectional  design  and 
oomenioice  sampling  do  not  aOow  for  any  causal  cenebsions.  'Hie 
measire  used  to  capture  direct  personal  exposure  was  devdoped  for 
this  study  and  therefore,  it  has  not  been  previously  validated.  Aithoi^ 
^p))it%  assessment  methods  such  as  the  Cbnidan-Administa'ed 
PTSD  Scale  could  be  si^ieiior.  an  individual  clinical  assesanait  was 
not  feasible  for  the  present  stid)'.  It  should  be  noted  that  previous 
research  that  measured  direct  exposure  and  STS  applied  even  more 

924  I  www.jonmd.com 


limited  assessment  methods  such  as  ‘*l>o  you  have  a  trauma  histo¬ 
ry?**  (Pearlman  and  Mac  Ian,  1995).  Future  research  diould  use  a 
standardized  clinical  interview  approach  to  secure  a  mere  accirate 
assesanent  of  trauma  exposure,  llie  present  stud)'  focused  on  one 
negative  effect  of  indirect  trauma  exposure  (r.e.,  STS  as  a  set  of 
PTSD-like  s)’mptoms),  whereas  other  possible  consequences  or 
conceptualizations  (e.g^,  compassion  fetigue  or  vicarious  traimati- 
zation)  were  not  analyzed  Cbnsequeitly  the  findings  are  limited  to 
STS.  Further  longitudinal  studies  targeting  representative  samples 
of  mental  health  providers  serving  military  men  and  women  are 
required. 

CONCLUSIONS  AND  FUTURE  DIRECTIONS 

Previous  research  targeting  behavicral  health  pruvido^  work¬ 
ing  with  military  patients  has  been  limited  (cC  Peterson  et  aU  2009). 
H)'pothcsized  risk  and  resource  factors  affectir^  the  well-being  of 
be^vioral  halth  providos  working  with  the  militay  were  based  cn 
findir^s  predominaitly  refenir^  to  civilian  froviders  working  with 
civilian  clients  (Nbss  Horrell  et  al.,  201 1 ).  C^r  study  is  among  the 
first  showir^  empirical  evidence  for  hi^  prevalence  of  STS  ( 19.2S) 
among  providers  working  with  the  military.  Ihe  results  of  the  meta- 
analysis  conthbue  to  the  literature  showing  tha  the  rates  of  STS 
prevaloice  are  similar  across  samples  of  wokers  performing  diflfer- 
ent  types  of  duties,  in  voious  populations  of  clieras.  Firther,  the 
presert  research  hi^lighls  the  need  for  multidimensional  evaluation 
of  secondary  exposure,  with  only  one  dimension  (raio,  high 
percentage  d  traumatized  clients  in  one^  professional  career) 
cmcrgii^  as  a  si^ificant  conel^  of  STS.  In  line  with  research 
conducted  amor^  workers  providing  services  to  traumatized  civil¬ 
ians,  we  found  th^  personal  history  of  tratina  and  constraints  related 
to  patiert  load  are  associated  with  STS  levels. 

Firther  theor)'-based  research  is  needed  to  evaluac  the  role  of 
ruk  and  jratective  foctors  relaed  to  psychological  resiliency  factors 
(Ma^en  et  al.,  2008)  such  as  self-efficacy  (Prati  et  al.,  2010)  or 
sipport  from  sipehors  (Cieslak  et  al.,  2007)  in  predicting  STS.  There 
is  a  lack  of  studies  im  esti^ting  how  STS  iraerfoces  with  other  crit¬ 
ical  nc^tive  burnout)  and  posittve  (e.j^,  posttraumatic  growth) 
outcomes.  Such  studies  will  provide  a  critical  insight  into  the 
mechanisms  responsible  for  the  onset  and  the  maiitenaice  of  mental 
health  problems  and  thus  inform  the  development  of  theory-  and 
evidence-based  supportive  interventions,  needed  for  military  behav¬ 
ioral  health  providers. 
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Appendix  III:  Paper:  Meta-analysis  of  the  relationship  between  job  burnout  and  seeondary 
traumatic  stress  among  workers  with  indirect  exposure  to  trauma. 
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The  study  provides  a  systematic  reriew  of  the  empirical  eridence  for  associalioas  between  job  burnout 
and  secondary  traumatic  stress  (STSI  among  professionals  working  with  trauma  stirvivofs.  indtrecUy 
exposed  to  traumatic  material.  Differences  in  the  conceptualization  and  measurement  of  job  burnout  and 
STS  were  assumed  to  moderate  these  associaiiaos.  A  systematic  review  of  liierahtie  yielded  41  original 
studies,  analyzing  data  from  a  total  of  8.256  workers.  Meta-analysis  indicated  that  associations  between 
job  burnout  and  STS  were  strong  (weighted  r  —  .69).  Studies  applying  neasures  developed  within  the 
compassaoo  fatigue  Gramework  (one  of  the  conceptualizMions  of  job  burnout  and  STSi  showed  signif- 
kaotly  stronger  relAionships  between  job  burnout  and  STS.  indicating  a  substantial  overly  between 
measures  (weighted  r  »  .74;  55%  of  shared  variance).  Research  applying  other  firameworks  and  measures 
of  job  burnout  (i.e..  stressing  the  role  of  emotional  exhaustioo)  and  STS  (Le..  focusing  on  symptoms 
reseoiMing  posttraumatic  stress  disorder  or  a  cognitive  shift  specific  for  vicavious  traumai  showed 
weaker,  although  still  substantial  associations  (weighted  r  =  J8;  34%  of  shared  variance).  Stgnificantiy 
stronger  associations  between  job  burnout  and  STS  were  found  for  (a)  studies  conducted  in  the  United 
Stales  compared  lo  other  countries:  (b)  studies  using  Eoglish-language  versions  of  the  questioonaifes 
compared  lo  other* language  versions,  and  (c)  research  in  predominantiy  female  samples.  The  results 
suggest  that  due  lo  high  correlations  between  job  burnout  and  STS.  there  is  a  substantial  likelihood  that 
a  professiooal  exposed  to  secondary  trauma  would  report  sirralar  levels  of  job  burnout  and  STS. 
pankularly  if  job  burnout  and  STS  were  measured  witNn  the  framework  of  compassion  fatigue. 

Keywords:  secoodvy  trauma,  secondary  exposure,  secondary  traumatic  stress,  job  burnout  meta¬ 
analysis.  compassaoo  fatigue 


The  concept  of  job  burnout  was  originally  developed  to  assess 
ncgati^'c  consequences  of  work-related  exposiae  to  a  broad  range 
of  stressful  situations  experienced  by  human  services  employees 
(Freudenberger,  1974;  Maslach.  1976;  Maslach.  Schaufcli.  & 
Letter.  2001).  In  particular,  the  provision  of  care  to  traumatized 
populations  may  be  infused  with  high  levels  of  burnout  among 
mental  health  care  prov  iders  and  mental  health  care  administralocs 
(Newell  &  MacNeil.  201 1).  Burnout  among  health  care  providers 


relates  to  their  well-being,  the  quality  of  life  of  their  patients,  arnl 
caring  effectiveness  (Cheung  &  Chow.  2011). 

Recent  research  on  mental  health  providers  has  extended  the 
focus  beyond  job  burnout  lo  investigate  the  consequences  of 
exposure  to  specific  stressors,  such  as  ccHitact  with  people  who 
have  experienced  traumatic  events,  exposure  to  graphic  trauma 
content  (reported  by  the  survivor),  or  exposure  to  people’s  cruelty 
to  one  another  (Pbariman  &  Saakvitne.  1995).  These  Job-rclalcd 
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strcssors.  speciHc  to  human  service  professionals  working  with 
trauma  victims  or  sur>'ivofs.  have  been  labeled  with  several  terms, 
such  as  secondary  exposure  or  indirect  exposure  to  trauma. 

ProfessionaU  exposed  to  trauma  indirectly,  through  their  work, 
may  suffer  from  consequences  or  symptcMns  unique  to  this  occu> 
pational  group,  compared  to  other  occupations  (Beck.  2011). 
lltcsc  specific  consequences  of  indirect  trauma  exposure  have 
been  cooceptualucd  as  secondary  or  vicarious  traumatization  (Mc¬ 
Cann  &  Pearlman.  1990).  secondary  postlraumatic  stress  disorder 
(PTSD;  Bride.  Robinson.  Yegidis.  &  Kglcy.  2004),  and  compas¬ 
sion  fatigue  (Figley.  2002).  Significanl  elevation  of  symptoms  of 
compassion  fatigue  may  be  expected  among  mental  health  provid¬ 
ers.  including  those  working  in  the  public  sector  setting  (Newell  & 
MacNcil.  2011). 

Secondary  trauma  or  secondary  PTSD  may  occur  due  to  work- 
rdalcd  indirect  exposure  aitd  in  the  context  of  family-related 
indirect  exposure.  Besides  human  serv'ices  workers,  populations  at 
risk  for  indirect  exposure  include  family  members  or  intimate 
partners  of  survivors  of  various  types  of  trauma,  for  example, 
veterans  or  active  duty  soldiers,  motor  vehicle  trauma  survivors,  or 
abuse  survivors  (cf.  Lambert.  Kngb.  Hasbun.  &.  Holzer.  2012).  The 
present  study  focused  on  consequettces  of  work -related  exposure 
and.  therefore,  our  analyses  excluded  family-related  indirect  ex¬ 
posure. 

The  ongoing  discussion  about  the  constructs  of  burnout,  com¬ 
passion  fatigue,  and  secondary  traumatization  (Jenkins  &  Baird. 
2002)  has  shown  that  although  there  are  subtle  differetKes  between 
them,  they  are  also  partially  overlapping.  So  far.  the  debate  has 
been  dominated  by  narrative  analyses  of  these  differences  with 
limited  empirical  evaluation  (R.  E.  Adams.  Boscarino.  &  Figley. 
2006;  Jenkins  &  Baird.  2002;  Sabo.  2011;  Thomas  &  Wilson. 
2004).  In  contrast,  comprehensive  analyses  empirically  testing 
similarities  and  differences  between  respective  constrxKts.  and  thus 
providing  overarching  conclusions  across  the  recent  research,  are 
clearly  needed.  To  fill  this  void,  our  meta-analysis  investigated  the 
relationships  among  job  burnout  arvd  psychosocial  consequences 
of  a  sccoiKlary  exposure  to  trauma  (ix.,  compassion  fauigue.  sec¬ 
ondary  PTSD,  or  vicarious  trauma:  collectively,  secorvdary  trau¬ 
matic  stress  [STS])  in  professionals  working  with  trauma  survi¬ 
vors. 

Job  Burnout 

Job  burnout  may  be  defined  as  a  prolonged  three-dimensional 
response  to  job  stressors,  encompassing  exhaustion,  cynicism,  arvd 
incfficacy  (Maslach  et  al..  2001).  In  contrast  to  the  prxiposal  of 
Maslach  et  al.  (2001),  three  related  approaches  suggest  that  job 
burnout  might  be  reduced  to  a  single  common  experience:  exhaus¬ 
tion.  The  first  of  these  approaches  defines  as  physical,  emotional, 
and  mental  exhaustion  (Malach-Pir>es.  2005).  According  to  the 
second  conceptualization,  burnout  concems  physical  arMl  psycho¬ 
logical  fatigue  and  exhaustion  (Kristensen.  Bonitz.  Villadscn.  & 
Christensen.  2005).  measured  in  a  domain-specific  context  The 
third  approach  defines  burnout  as  physical,  emotional  energy,  and 
cognitive  exhaustion,  which  may  result  in  depletion  of  coping 
resources  (Shirom  &  Melamed.  2(X)6). 

Not  all  contemporary  theorists,  however,  have  landed  on  the 
one-dimensional  exhaustion  frame  for  burnout.  A  two-dimensional 
job  burnout  framework  proposed  by  Dcmciouti.  Bakkcr.  Vaida- 


kou.  and  Kantas  (2003)  focuses  on  exhaustion  and  diseng^ement 
(ix.,  distancing  orteself  bom  work  aiKl  negative  attitude  tow-ard  the 
work-related  objects  and  tasks).  Demerouti  ct  aJ.  (2003)  proposed 
a  relatively  broad  cotKcptualizalion  of  burnout,  defined  as  kmg- 
term  consequences  of  prolonged  exposure  to  job  demands.  Obvi¬ 
ously.  there  is  a  potential  overly  between  cyniciun  aivd  negative 
attitude  toward  work  bringing  this  approach  closer  to  that  of 
Maslach  ct  al.  (2001). 

The  variety  of  conceptualizations  and  operationalizations  of  the 
job  burnout  construct  raises  many  corKcms.  Scientific  advance¬ 
ment  relics  on  agreed  on  definitions  and  measurement.  In  the  case 
of  job  burnout,  there  appears  to  be  consensus  only  related  to  the 
exhaustion  component.  Our  mcta-analytic  review,  iiKluding  mod¬ 
erator  analyses,  provides  critical  information  to  clarify  some  of 
these  conceptual  challenges.  The  area  of  STS  also  falls  victim  to 
construct  definition  confusion. 

SecoDdan'  Traumatic  Stress 

In  the  present  study,  we  use  the  umbcella  term  secondary  trau¬ 
matic  stress  to  discuss  such  effects  of  secondary  exposure  as 
secondary  PTSD  (Bride  ct  al.,  2004).  vicarious  traumatization 
(McCann  &  Pbariman.  1990),  and  the  STS  a^icct  of  compassion 
fatigue  (Figley,  2002). 

STS  (also  called  secondary  PTSD)  is  usually  conceptualized  as 
reactions  resembling  PTSD,  and  thus  includes  symptoms  that  arc 
parallel  to  those  observed  in  people  directly  exposed  to  trauma 
(Bride  et  al..  2004).  There  arc  three  clusters  of  sym|Moms;  intrusive 
fccxpcficncing  of  the  traumatic  material,  avoidmcc  of  trauma 
triggers  and  emotions,  and  increased  physical  arousal  (Bride  ct  al., 
2004).  These  consequences  arc  assumed  to  result  from  indirect 
exposure  to  trauma  among  human  services  providers  whose  clients 
or  patients  suffered  from  primary  exposure. 

The  concept  of  vicarious  trauma  focuses  on  cognitive  effects  of 
indirect  exposure  (Pearlman.  1996).  A  negative  shift  in  worldview 
occurs  as  a  result  of  an  cmpathetic  engagement  with  clients’  or 
patients'  traumatic  material  (Pearlman.  1996).  The  symptoms  of 
vicarious  trauma  include  disturbances  in  the  professional's  cogni¬ 
tions  in  five  areas  (ix..  safety,  trust,  esteem,  intimacy,  and  control), 
in  reference  to  oneself  and  others  (Pearlman  &  Saakvhnc,  1995). 

Another  theoretical  framcwoik  uses  the  term  compassion  fa¬ 
tigue  toexf^ain  the  consequences  of  secondary  exposure  to  trauma 
at  work  (Figley  &  Klebcr.  1995).  Compassion  fatigue  is  defined  as 
a  reduced  empaihic  capacity  or  client  interest  manifested  through 
behavioral  and  emotional  reactions  from  exposure  to  traumatizing 
experiences  of  others  (R.  E.  Adams  et  al..  2006).  Initially,  the 
broad  dcfuiition  of  compassion  fatigue  (Figley  &  Klcber.  1995) 
focused  on  any  emotional  duress  experienced  by  persons  having 
close  contact  with  a  trauma  survivor.  More  recently,  aspects  of 
burnout  were  additionally  incorporated  into  the  compassion  fa¬ 
tigue  concept  capturing  the  element  of  energy  depletioo  (Stamm. 
2010). 

(X  import,  the  definition  of  job  burnout  included  in  compassion 
fatigue  differs  from  the  more  common  approaches  rcvievied  earlier 
that  focus  more  on  exhaustion  (e.g.,  Demerouti  ct  al..  2003; 
Maslach  ct  al..  2001).  Within  the  compassion  fatigue  framework, 
burnout  is  described  as  being  "associated  with  feelings  of  hope¬ 
lessness  and  difficulties  in  dealing  with  wovk  or  in  doing  your  job 
effectively"  (Stamm.  2010,  p.  13).  It  is  not  completely  clear 
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whether  the  resulting  construct  compassion  fatigue  is  unitary  or 
composed  of  two  distinct  dimensions  (Figicy  &  Stamm.  1996; 
Jenkins  &  Baird.  2002),  although  some  evidence  has  suggested  a 
two-dimension  structure  (R.  E.  Adams  et  al..  2006).  Compassion 
fatigue  is  measured  with  the  Professional  Quality  of  Life  (Pro- 
QCX.;  Stamm.  2010).  Compared  to  other  job  burnout  scales,  the 
buTiKMit  items  of  the  ProQOL  arc  not  focused  on  exhaustion 
symptoms,  but  instead,  refer  to  lack  of  well-being,  negative  atti¬ 
tudes  toward  work,  work  overload,  or  a  lack  of  self-acceptance. 

Burnout  and  other  conscqucrKcs  of  secondary  exposure  to 
trauma  (e.g..  secondary  PTSD  and  compassion  fatigue)  should  be 
moderately  related,  because  their  theoretical  framewoHcs  each 
have  a  different  emphasis.  Besides  exposure  to  clients’  reports  of 
their  traumatic  cxpcficncc.  burnout  is  related  to  workplaoe  struc¬ 
tural  strains  and  chronic  organisational  issues  (Ixe.  Lim.  Yang.  & 
Lee.  201 1).  PTSD-like  symptoms  of  secondary  PTSD  and  vicari¬ 
ous  traumatization  are  conceptually  linked  only  to  those  workplace 
factors  that  refer  to  indirect  exposure  to  trauma  content  (Jenkins  & 
Baird.  2002;  Schauben  &  Frazier.  1995).  In  contrast,  compassion 
fatigue  refers  to  a  broad  range  of  emotional  or  cognitive  conse¬ 
quences  of  secondary  exposure.  We  believe  that  diffcrertccs  in 
defining  and  measuring  the  effects  of  indirect  traumatization  may 
be  crucial  for  testing  the  relationship  between  job  burnout  and 
other  consequences  of  secondary  exposure  to  trauma. 

Collectively,  the  research  on  bunK>ut  and  negative  consequences 
related  to  secondary  exposure  to  trauma  suffers  from  definitional 
and  measurement  challenges.  Understanding  possible  moderators, 
such  as  culture  and  gender,  may  ofler  important  insights. 

The  Role  of  Culture,  Gender,  and  the  Type  of  Work* 
Related  Exposure  to  Trauma 

Professionab  from  different  countries  performing  the  same  job 
may  differ  in  job  bumouL  For  example.  Japanese  nurses  reported 
lower  levels  of  personal  aocompiishment  and  higher  levels  of 
emotional  exhaustion  and  depersonalization  compared  to  nurses 
from  the  United  Stales.  Canada,  the  United  Kingdom.  Germany, 
and  New  Zealand,  with  Russian  and  Armenian  nurses  reporting  the 
lowest  levels  of  job  burnout  (Poghosyan.  Aiken.  &  Sloane.  2009). 
A  Kuropcao  study  showed  that  the  highest  percentages  of  family 
doctors  with  job  burnout  were  identified  in  the  United  Kingdom. 
Italy,  and  Greece  (Soler  ct  al..  2008).  Professionals  from  Fiji  or 
Brazil  may  suffer  from  higher  levels  of  job  burnout  than  profes¬ 
sionab  in  Israel.  France.  Germany,  or  China  (Penewd  ct  al..  2002). 

The  concepts  of  job  burnout  and  compassion  fatigue  were 
developed  in  the  United  Stales,  and  a  large  proportion  of  studies 
investigating  the  associations  between  these  constructs  w-crc  con¬ 
ducted  in  North  America.  However,  a  growing  number  of  studies 
have  discussed  data  collected  in  other  countries  (Tborcsen.  Tpn- 
nessen.  Lindgaard.  Andreassen,  &  Weisarth.  2009).  Trauma  re¬ 
searchers  have  suggested  that  culture  b  a  critical  factor  to  consider 
(Marshall  &  Suh.  2003).  The  sociocultural  context  may  determine 
the  outcomes  of  exposure  in  several  ways,  such  as  shaping  emo- 
ticMial  experiences  and  emotional  processing  (Bracken.  2001;  Mar¬ 
shall  &  Suh.  2003).  Furthermore,  critical  determinants  of  devel¬ 
oping  the  consequeiKes  of  secondary  exposure  to  trauma,  such  as 
existing  policies,  social  resources,  and  organizational  charactens- 
tics  (Voss  HonelL  Hdohan.  Didion.  &  Vance.  201 1),  are  likely  to 
vary  across  countries.  Thus,  our  research  investigated  the  moder¬ 


ating  role  of  cultural  context  (defined  as  the  country  of  data 
collection)  in  the  relationship  between  burnout  and  other  conse¬ 
quences  of  indirect  trauma  exposure. 

Gender  is  also  important  to  consider.  Female  professionab  ate 
likely  to  report  higher  Icvcb  of  aspects  of  burnout  referring  to  the 
depletion  of  emotional  reserves  (Watts  &  Robertson.  2011)  or 
higher  levels  of  compassion  fatigue  (Sprang.  Clark.  &  Whitt- 
Wooslcy,  2007).  The  associations  between  gctvdcr  and  PTSD-like 
symptoms  among  professionals  with  secondary  exposure  arc  un¬ 
clear  (Sprang.  Craig.  &  Gark.  201 1).  Furthermore,  the  effects  of 
gender  on  burnout  may  be  higher  in  the  United  Stales  than  in 
European  countries,  where  there  arc  smaller  reported  differences  in 
burnout  levels  among  men  and  women  (Purvanova  &.  Muros. 
2010).  It  remains  unknown,  bowcv'cr.  whether  gender  may  mod¬ 
erate  the  associations  between  job  burnout  and  STS. 

Some  occupations  are  characterized  by  a  low  likelihood  of 
direct  exposure  to  work-rel^cd  trauma  (c.g..  therapists),  in  con¬ 
trast  to  professionals  who  work  at  the  epicenter  of  trauma  (c.g.. 
paramedics,  rescue  workers)  and  thus  may  be  also  directly  exposed 
(Argcnlcro  &  Setti.  2011;  HaJpem.  Maunder.  Schwartz..  &.  Gurev¬ 
ich.  201 1).  Being  a  member  of  an  occupational  group  with  an 
increased  likelihood  of  both  direct  and  indirect  exposure  to  work- 
related  trauma  may  be  an  important  determinant  of  STS  and 
burnout  (Palm.  Pblusny.  &  Follettc.  2004).  The  present  study 
investigated  the  moderating  cflicct  of  the  type  of  work-related 
trauma  exposure,  with  the  type  of  occupation  as  the  indicator  of  the 
exposure. 

.Alms 

Although  research  evidence  for  the  relationships  between  job 
burnout  and  other  consequerKrs  of  indirect  trauma  exposure  (i.e.. 
PTSD-like  symptoms,  compassion  faliguc.  vicarious  traumatiza¬ 
tion)  among  workers  exposed  to  secondary  trauma  is  accumulat¬ 
ing.  the  overarching  synthesis  of  these  relationships  is  missing. 
Systematic  review  and  meta-analytic  strategies  offer  an  option  for 
evaluating  the  available  literature.  This  study  aimed  at  systemati¬ 
cally  reviewing  and  meta-analyzing  the  strength  of  associations 
between  job  burnout  and  other  psychosocial  consequences  of 
work-rebled  indirect  exposiue  to  trauma  in  professionals  working 
with  trauma  surv  ivors.  It  was  hypothesized  that  these  associations 
may  be  moderated  by:  (a)  the  type  of  measurement,  (b)  the 
conceptualization  of  job  burnout  and  STS.  (c)  gender,  and  (d)  the 
types  of  occupations  involving  primary  and  secondary  exposure, 
compared  to  types  of  occupations  involving  only  secondary  expo¬ 
sure.  To  evaluate  cultural  corttext.  wc  explored  differeiKes  be¬ 
tween  the  findings  obtained  in  the  United  States  and  other  coun¬ 
tries.  as  well  as  the  differences  in  findings  obtained  for  Engli^- 
language  measures  versus  other-language  measures. 

Method 

IJterature  Search 

A  systematic  database  search  of  studies  on  STS  and  job  burnout 
was  conducted  for  independent  studies  availaMc  before  2012.  The 
search  included  the  following  databases:  PILOTS.  ScicnccDirect, 
Scopus,  and  Web  of  Knowledge.  Combitmions  of  the  keywxmls 
related  to  job  burnout  {burnout  or  bum-out)  and  secondary  trau- 
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matic  stress  (frairrvaa*,  posttrauma*)  were  used,  with  asterisks 
indicating  that  a  keywoed  may  consist  of  the  stem  and  any  suHia 
(e.g..  traumatic).  To  ensure  that  various  concepts  and  terms  refer¬ 
ring  to  STS  were  included,  we  also  used  such  keywords  as  com¬ 
passion  fatigue  and  PTSD.  Manual  searches  of  the  referertce  lists 
were  conducted.  If  the  original  article  did  not  provide  all  details 
essential  for  meta-analyses  (e.g..  reliability,  correlation  coeffi¬ 
cients).  the  authors  of  original  studies  were  asked  to  (wovidc 
re^>cctivc  information.  To  minimize  a  possible  bias,  at  least  two  of 
the  authors  (K.  S.,  R.  C..  A.  D.«  or  B.  M.)  were  involved  at  all 
stages  of  data  extraction,  coding,  synthesis,  and  analysis.  The 
Cochrane  systematic  review  methods  were  applied  (Higgins  & 
Green.  2(X)8). 

Inclusion  Ciiteria4  Exclusion  Criteria,  and  Data 
Abstraction 

The  following  inclusion  criteria  were  implenKnied;  (a)  STS  and 
job  burnout  were  measured  at  some  time  point  in  the  original 
study;  (b)  the  relationship  between  STS  aiKl  job  burnout  was 
assessed,  or  authors  provided  appropriate  statistics  on  request;  (c) 
articles  reported  statistics  that  could  be  converted  into  Pearson's 
coefficient  (e.g..  /  test,  F  test.  z  test):  (d)  original  studies 
enrolled  workers  performing  job  tasks  involving  contact  with 
traumatized  clients/poticots  or  traumatic  material.  English- 
language  publication  restriction  was  applied  (although  the  mea¬ 
surement  itself  could  be  in  a  non-HngUsh  language).  Dissertations 
and  book  chapters  were  excluded.  Studies  applying  qualitative 
methods,  narrative  reviews,  and  research  on  nonworkers  (e.g., 
student  samples)  were  excluded.  When  two  or  more  studies  used 
the  same  sample,  only  one  publication  was  included.  Details  of  the 
selection  process  are  presented  in  Figure  1.  The  initial  search 
resulted  in  337  articles.  The  selection  processes  resulted  in  45 
studies  meeting  all  iiKlusion  criteria.  However,  four  of  those 
studies  were  excluded  friun  further  analysts,  because  they  were 
identified  as  outliers,  with  z  scores  greater  than  10  or  less  than  —  10 
(Alkcma.  Linton.  &  Davies.  2008;  Backholm  &  Bjorkqvist.  2010; 
Lauvrud.  Nonstad,  &  Palmsticma.  2(X)9;  Maunder  et  al..  2006). 
Thus.  41  original  studies  were  analyzed  (sec  Ttdile  1). 

Descriptive  data  (including  country  where  a  study  was  con¬ 
ducted.  sample  size,  participants’  gender  arni  occupations,  mea¬ 
surement.  and  design)  were  extracted  and  verified  by  two  of  the 
authors.  Relevant  statistics.  itKluding  reliability  coefficient, 
and  measures  of  association  (or  statistics  allowing  for  comput¬ 
ing  these  associations)  were  also  retrieved.  Any  disagreement  in 
the  processes  of  data  cxtracticMi  was  resolved  by  a  consensus 
method. 

Coding 

Two  main  categories  of  negative  consequences  of  secondary 
exposure  to  trauma  were  analyzed.  The  first  main  category,  called 
STS.  was  defined  as  negative  emotional  or  cognitive  consequences 
of  indtfcct  exposure  to  trauma,  such  as  (a)  PTSD-like  symptoms 
measured  by  the  Secondary  Trauma  Stress  Scale  (Bride  et  al., 
2004).  the  Impact  of  Event  Scale  (Horowitz.  Wilncr.  &  Alvarez. 
1979).  or  the  Impact  of  Event  Scale-Revised  (Weiss  &  Marmar. 
1997);  (b)  vicarious  trauma — a  cognitive  shift  in  worldview,  de¬ 
fined  by  Pcarlman  (1996)  and  measured  by  the  Traumatic  Stress 


Figure  7.  Selection  of  studies  for  the  meta-analysis. 


Institute  Belief  Scale  (Pcarlman.  1996);  or  (c)  an  aspect  of  com¬ 
passion  fatigue,  defined  by  Figlcy  and  coworkers  (e.g..  Hgicy  & 
Stamm.  1996)  and  measured  by  the  Secondary  Traumatic  Stress 
subscalc  of  the  ProQOL  (Stamm.  2000).  the  Compassion  Satisfac¬ 
tion  and  Fatigue  Test  (CSFT;  cf.  Hgicy  &  Stamm.  1996).  the 
Compassion  Fatigue  (Questionnaire  (CPQ;  Figlcy  &  Klebcr.  (995). 
or  the  Compassion  Fatigue  Scale-Revised  (CFS-R;  R.  E.  Adams  ct 
al..  2006). 

Job  burnout,  the  second  key  category  analyzed,  was  defined  as 
consequences  of  work  related-stress  focusing  on:  (a)  the  emotional 
exhaustion  component  of  job  burnout,  as  measured  by  the  Maslach 
Burnout  Inventory  (MBI;  Maslach.  Jackson.  &.  Lcitcr.  1997).  the 
Oldenburg  Burnout  Inventory  (OLBl:  Halbcslcbcn  &  Dcmcrouti. 
2005).  the  Rescue  Worker  Burnout  (Questionnaire  (Musa  dc 
Hamid.  2008).  the  Burnout  Measure  (Malach-Pincs.  2005),  or  the 
Copenhagen  Burnout  Inventory  (Kristcnsoi  ct  al..  2(X)5);  or<b)  a 
concept  derived  from  the  compassion  fatigue  framew-ork  and 
broadly  dcfirKd  by  Hgicy  and  coworkers  (e.g..  Figlcy  &  Slarran. 
1996)  as  referring  to  lack  of  well-being,  negative  attitudes  toward 
work,  work  overload,  or  a  lack  of  self-acceptance,  measured  by  the 
Job  Burnout  subscalcs  of  the  Pro(QOL  (Stamm.  2010).  the  CSFT 
(cf.  Figlcy  &  Stamm.  1996).  the  CPQ  (Hgicy  &  Klebcr.  1995).  or 
the  CFS-R  (R-  F  Adams  ct  al.,  2006). 

The  moderating  factors,  referring  to  the  measurement,  theoret¬ 
ical  framework,  cultural  factors  (ijC..  country,  language),  and  gen¬ 
der.  were  combined  into  the  following  categories:  (a)  the  type  of 
measurement  used  for  STS  assessment  (measures  of  cognitive  shift 
or  PTSD-like  symptoms  vs.  measures  of  compassion  fatigue):  (b) 
the  type  of  assessment  of  job  burnout  (the  Pro(QOL  Burnout 
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Table  I 

Summary  of  the  Studies  Included  in  the  Meta-Anahsis 


Study  (first  author, 
publicatioo  year) 

N(% 

meal 

Occupation 

Study  design 

STS  measure  (a) 

Job  burnout  measure 
(a) 

Country 

r 

K.  B.  Adams  (2001) 

185(18) 

Clinical  social  workers 

Cross-sectional 

TSI  Belief  Scale 
(.93) 

CFS-R  (.80) 

MBI  (.75.  .78.  .90) 

United  Stales 

.494 

R.  E.  Adarm  (2006) 

236(20) 

Social  workers 

Cfoss-sectionaJ 

CFS-R  (.90) 

United  Stales 

.642 

Argeciero  (2011) 

781* (58) 

Rescue  workers 

Cross-sectional 

STSS  (.82) 

MBI  (.75.  .81.  .86) 

Italy 

.751“ 

Ben-Poral  (2011) 

214‘(I5) 

Social  workers 

Cross-sectional 

STSS  (.88)“ 

Burnout  Measure  (.921^ 

brul 

.878“ 

Berger  (2011) 

80(0) 

Well  baby  clinic  nurses 

Longitudinal 

Pro(?OL  (.77-.79) 

ProQOL  (.77-.79) 

brael 

.505“ 

Birck  (2002) 

25(40) 

Professionals  at  Ueatment 

Cross-sectional 

CSFT  ( J7-.90> 

CSFT  (.87-  90) 

Germany 

.881 

Borlson  (2010) 

126(12) 

cerdef  for  torture  victims 
Nurses 

Cross-sectional 

ProQOL  (.81) 

ProQOL  (.75) 

United  Stales 

.795 

Cwmel  (  2009) 

106(47) 

Therapists 

Cross-sectional 

ProQOL  (.81) 

Pro(?OL  (.79) 

United  Stales 

.825 

Chang  (2011) 

102(100) 

Soldsm 

Cross-secUonal 

ProQOL  (.68) 

ProCJOL  (.65) 

China 

.827 

Ctreenis  (2011) 

129(NA) 

Nurses 

Cross-sectional 

ProQOL(.8l)“ 

MBI  (.71.  .79.  .90)“ 

Latvia 

.719 

Cohen  (2006) 

37  (NA) 

Social  workers 

Cross-sectional 

CFQ  (.80) 

CFQ  (.84) 

Israel 

.730 

Collins  (2003) 

13(46) 

Health  care  workers 

Loi^itudinal 

CSFT  (.80) 

CSFT  (.86) 

Ireland 

.941 

Conrad  (2006) 

355-(IO) 

Child  protection  workers 

Cross-sectional 

CSFT(A4) 

CSFT  (.84) 

United  Stales 

.842“ 

Craig  (2010) 

532  (34) 

Trauma  therapists 

Cross-sectional 

Pro(^L  (.81) 

Pro(JOL  (.73) 

United  Stales 

.663 

DeviUv(2009i 

150(29) 

Mental  health  professionals 

Cross-sectional 

STSS  (.93) 

CBI  (.85.  .86.  .87) 

Australia 

.625 

Eastwood  (2008) 

57(25) 

Childcare  workers 

Cross-sectional 

ProQOl.  (.80) 

ProQOl.  (.72) 

United  Stales 

.771 

Flannelly  (2005) 

149(54) 

Chaplains 

Cross-sectional 

ProQOL  (.87) 

Pro(?OL  (.83) 

United  Stales 

.777 

Cakk  (2011) 

331 (55) 

Chaplains 

Cross-sectional 

CSFT  (.83) 

CSFT  (.85) 

Canada.  United 

.190 

CibtxHis  (2011) 

62  (NA) 

Social  workers 

Cross-sectional 

Pro(}OL(.8l)“ 

ProCJOL  nst 

Stales 

Fz^laod 

.616 

Halpeni  (2011) 

189(62) 

Ambulance  workers 

Cfoss-sectionaJ 

ES-R  (.91) 

MBI  (.83)* 

fanarfa 

.454“ 

Hatcher  (2010) 

50(29) 

Clinicians  for  sexual  offenders 

Cross-sectional 

PrcKJOL  (.81)“ 

ProCJOL  (.75)^ 

Australia 

.648“ 

Jenkins  (2002) 

99(4) 

Counselors 

CrosS'SecUonal 

CSFT(A<) 

MBI  (.81.  .91.  .92) 

United  Stales 

.435 

Kadambi  (200f) 

211(16) 

Therapists 

Cross-sectional 

IES(.88f 

MBI  (.71.  .79.  .901* 

Canada.  United 

.326 

Killian  (2008) 

104(21) 

Therapisls 

Cross-sectional 

ProQOl.  (.86)“ 

MBI  (.88)“ 

Slates 

United  Slates 

.690“ 

Kraus  (2005) 

90(43) 

Ment^  health  professionals 

Cross-sectional 

CSFT  (.85) 

CSFT  (.80) 

United  Stales 

.788 

LaFauci  Schutt  (201 1) 

l&i(65) 

Emergenev  management 

Cross-sectsonaJ 

PCL-C  (.94) 

Pro(JOL  (-73) 

United  Stales 

.676 

Lawson  (2011) 

506(21) 

professionals 

Counselocs 

Cross-sectional 

ProQOL  (.80) 

ProCJOL  (.78) 

United  Slates 

.776“ 

Meadors  (2009-2010) 

167(14) 

Pediatric  health  cate  f»o>iders 

Cross-sectional 

STSS  (.91) 

ProC^L  (.66) 

United  Stales 

.813 

Mitaoi  (2006) 

243(97) 

Firefighlers 

Cfoss-sectionaJ 

ES-R  (.94)* 

MBI  (.81.  .85.  .87)“ 

Japan 

.396 

Musa  (2008) 

53(49) 

Aid  workers 

Cross-sectional 

Pro(JOL  (.87) 

RWBQ  (.73) 

Sudan 

.602 

Perez  (2010) 

28(75) 

Law  etiforoenieat  investigators 

Cross-sectional 

STSS  (.97) 

MBI  (.69.  .85.  .90) 

Uiuted  Slates 

.745 

Perron  (2(X)6) 

59(10) 

Forensic  interviewen 

Cross-sectional 

STSS  (.93)* 

OLBI  (.80)* 

United  Stales 

.643 

Ptetrantoni  (2008) 

96102) 

First  responders 

Cross-sectional 

ProC^L  (.80) 

ProC^L  (.86) 

haly 

.687 

Potter  (2010) 

154  (NA) 

Oncology  health  care  providers  Cross-sectional 

ProC^L  (.80) 

ProCJOL  (.72) 

United  Stales 

.741* 

Prati  (2010) 

569(78) 

Rescue  worken 

Cross-sectional 

ProQOL  (.71) 

Pro(JOL  (.80) 

haly 

.638 

Robin  (2009) 

314(18) 

Child  health  care  providers 

Cross-sectional 

CSFT  (.84-.90> 

CSFT  (.84-  90) 

United  Stales 

.756 

Severn  (2012) 

82  (NA) 

Audiologists 

Cross-sectional 

ProC^L  (.81) 

ProQOl.  (.69) 

New  Zealand 

.831 

Simon  (2005) 

21(5) 

Oncology  social  workers 

Cross-sectional 

CSFT  (.87) 

CSFT  (.90) 

United  Stales 

831 

van  dcr  Ptoeg  e<  al. 
(2003) 

&t(68) 

Forensic  doctors 

Cross-sectional 

lES  (.92) 

MBI  (.79.  .80.  .86) 

Netherlands 

.256 

van  der  Ptoeg  &  Kleber 
(2003) 

123(86) 

Ambulance  personnel 

Longitudinal 

EES  (.92) 

MBI  (.70.  .76.  .86) 

Netherlands 

.323 

Weiniger  (2006) 

185“  (79) 

Surgical  physidaiis 

Cross-sectional 

PSS-SR  (.68)“ 

MBI  ( J6.  .44.  .72)“ 

Israel 

.623“ 

Note.  STS  =  secoodary  traumatic  stress:  CFS-R  =  Cocnpiassion  Fadgtie  Scale-Revised;  TSI  Belief  Scale  =  Trautratk  Stress  Institule  Belief  Scale; 
MBI  —  Maslach  Burnout  Inventor)';  STSS  —  Secondary  Traumatic  Stress  Scale;  ProQOl.  =  Rrofessional  Quality  of  Life  Scale:  CSFT  —  Compassion 
Satis&ctioD  and  Fatigue  Test;  NA  —  not  available;  CFQ  —  Compassion  Fatigue  Questionnaire;  CBI  —  Copenhagen  Burnout  Inventory:  lES-R  -  Impact 
of  Event  Scale-Revised;  IKS  -  Impact  of  Event  Scale;  R  WBQ  —  Rescue  Worier  Burnout  Questionnaire;  OLBI  =  Oldenburg  Burnout  Inventory;  PCL-C  — 
Posnraumatic  Stress  Disorder  ChecUist-CiviUan  Versaon;  PSS-SR  =  PTSD  Symptom  Scale-Self-Report. 

*  Information  not  reported  in  articles,  but  provided  on  the  authors'  request  ^  Information  not  reported  in  articles,  therefore,  drawn  from  another  study. 


subscale  vs.  other  job  burnout  instruments,  such  as  the  MBI  and 
the  (X^l.  which  have  clearly  defined  emotional  exhaustion  as  a 
key  component);  (c)  the  theoretical  framework  (the  compassion 
fatigue  approach  vs.  other  approaches  to  job  burnout  and  STS),  (d) 
the  country  where  the  study  was  conducted  (the  United  States  vs. 
other  countries),  (c)  the  continent  where  the  study  was  conducted 
(North  America  vs.  others).  (0  the  measurement  language  (English 


or  others),  (g)  gender  (predominantly  male  sample  consisting  of  at 
least  75%  men  vs.  predominantly  female  sample  consistir^  of  at 
least  75%  women),  (b)  occiqiations  with  higher  likelihood  of  both 
direct  and  indirect  work-related  exposure  (rcscuc/cmcrgcncy 
workers,  nurses,  social  workers  working  with  victims  of  missile 
attacks,  chaplains  working  with  victims  of  September  1 1.  am¬ 
bulance  workers,  pediatric  care  workers,  rirefighlcrs.  interna- 
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tional  aid  workers.  Hrst  respemders.  forensic  doctors,  and  sur¬ 
gical  physicians)  and  occupations  that  may  involve  only 
indirect  work -related  trauma  exposure  (therapists,  child  protec¬ 
tion  workers,  child  care  workers,  chaplains,  social  wewkers.  law 
enforcement  exposed  to  disturbing  media  images,  and  forensic 
interviewers  of  abused  children).  In  some  cases,  the  same 
occupation  groups  (social  workers  and  chaplains)  were  classi¬ 
fied  into  different  categories,  depending  on  professional  tasks 
described  in  original  studies. 

Data  Analysis 

The  statistical  analysts  followed  the  pioccdure  described  by 
Hunter  and  Schmidt  (2004).  Attenuation  due  to  the  measurement 
error  was  corrected.  The  cumulative  effect  size  was  computed 
using  the  random-effect  model  method  (Field  &  Gillett.  2010).  The 
overall  effect  sizes,  heterogeneity,  and  effect  of  the  moderators 
(i.e..  measurement,  theoretical  fiamcworL  country/continenu  lan¬ 
guage.  and  gender)  on  the  relationship  between  STS  and  job 
burnout  were  examined  using  Ccrniprehensive  Meta- Analysis  soft¬ 
ware  (Boienstein.  Hedges.  Higgins.  &  Rothstein.  2(X)5).  All  anal¬ 
yses  were  sufficiently  powered  (above  .80). 

Pearson’s  correlation  was  used  as  the  effect  size  indicator.  When 
the  original  study  provided  multiple  Pearson’s  correlations  be¬ 
tween  STS  and  job  burnout  (c.g..  for  separate  subscales),  a  mean 
Pearson’s  correlation  was  calculated  (Hunter  &  Schmidt,  2004). 
When  several  measures  of  STS  were  applied  in  the  original  study, 
a  measure  other  than  a  ProC^OL  subscale  was  used  to  estimate 
Pearson’s  coefficient  for  STS-job  burnout  association.  The  direc¬ 
tion  of  a  corrclalion  involving  the  MBI  Personal  Accomplish¬ 
ment  subscalc  was  reversed  to  create  positive  associations 
between  these  subscalcs.  If  the  original  study  provided  alphas 
for  subscalcs  only,  a  mean  Cronbach’s  alpha  for  a  total  score 
was  calculated.  When  no  Cronbach’s  alpha  was  available,  it 
was  obtained  from  original  psychometric  studies.  Robustness  of 
the  calculated  effect  size  against  the  effect  of  unpublished  null 
results  was  assessed  using  the  fail-safe  N  test  (Rosenthal.  1979). 
To  address  this  file  drawer  problem,  the  number  of  unpublished 
studies  that  were  necessary  to  produce  a  iKmsignificant  result 
was  calculated. 

Results 

Description  of  Analyzed  Material 

Tabic  1  displays  information  about  samples,  procedures,  and 
measurement  applied  in  41  original  studies.  Overall,  data  from 
8.256  workers  were  analyzed.  Sample  sizes  varied  from  13  to  961 
participants,  with  an  average  of  198.63  (SD  =  205.48)  and  median 
of  129.  The  average  sample  consisted  of  59.03%  women  iSD  = 
2835),  with  a  majority  of  studies  (82.93%;  k  =  34)  targeting 
mixed-gcndcr  samples.  Only  two  studies  were  homogeneous  in 
terms  of  gender  (ib  =  1.  100%  male  participants;  k  =  \,  100% 
female  fiartici pants).  Gender  frequencies  w^re  missing  in  five 
studies.  Data  were  collected  in  various  professional  groups  such  as 
therapists,  mental  health  professionals  (including  social  workersX 
and  counselors  (3638%;  k  —  15);  emergency,  ambulance,  or 
rescue  workers  (12.20%;  k  —  5);  child  care  workers  and  child 
health  care  providers  (9.76%;  k  =  4);  nurses  (7.32%;  k  =  3): 


forensic  specialists  (4.88%;  k  —  2);  chaplains  (4.88%;  k  —  2);  arxl 
other  iKNicategorizcd  professionals  (24.39%;  k  =  10). 

Almost  half  (46.34%;  k  ^  19)  of  the  original  research  was 
conducted  in  the  United  States;  22  studies  (53.66%)  took  place  in 
North  America.  Four  studies  (9.76%)  wore  conducted  in  Israel, 
three  in  Italy  (732%).  two  in  Australia  (4.88%),  and  two  in  the 
Netherlands  (4.88%).  There  woe  also  two  multicountxy  studies 
(4.88%)  conducted  both  in  Canada  and  the  United  Stales.  Throe 
studies  (7.32%)  took  place  in  Africa  or  Asia.  An  Knglish-languagc 
version  of  the  questionnaires  was  applied  in  65.85%  (k  =  27)  of 
the  studies. 

The  most  popular  measures  used  to  assess  STS  stem  from  the 
compassion  fatigue  framework  (Figlcy  &  Stamm.  1996).  These 
PrDQOL-felatcd  measures  were  used  in  65.85%  of  studies  (k  =  27) 
and  among  5343  respondents  (64.72%  of  the  total  sample).  The 
most  popular  questionnaires  used  to  assess  job  burnout  also  stem 
from  the  compassion  fatigue  approach  to  job  burnout  (ix.. 
ProQOL-related  measures).  They  were  applied  in  60.98%  of  stud¬ 
ies  (k  =  25).  with  5,409  (65.51%  of  the  total  sample)  professionals 
completing  respecti>'e  measures.  Gv-erall,  ProQOL  was  used  in 
34.15%  of  studies  {k  =  14)  to  assess  both  STS  and  burnout 
constructs. 

.As.soclatloiis  Between  STS  and  Job  Burnout 

The  main  research  question  dealt  with  the  associations  between 
STS  and  job  burnout.  The  mcta-analysis  results  conducted  from  41 
original  studies  indicated  that  the  average  association  between 
these  two  variables  was  positive  and  the  effect  size  was  large 
(weighted  r  =  .69;  sec  Table  2).  The  coefBcicnt  of  determination 
(r^)  was  .48.  The  analysis  of  the  fail-safe  N  showed  that  10.603 
studies  with  null  results  were  needed  to  produce  a  nonsignificant 
association  between  STS  and  job  burnout.  The  following  analyses 
tested  the  moderating  role  of  the  measurement  the  theoretical 
framework,  the  country,  the  continent  the  langu^c  of  data  col- 
Icctiort  gender  of  professionals  taking  part  in  the  studies,  and  the 
type  of  occupation  (likely  to  be  directly  and  indirectly  exposed  at 
work  compared  to  those  who  arc  likely  to  be  only  indirectly 
exposed  at  work). 

Measurement  of  STS  as  the  moderator.  The  original  cap¬ 
tured  studies  were  divided  into  two  categories  on  the  basis  of  the  type 
of  measurement  used  to  assess  STS:  (a)  PTSD-like  symptoms  or  (b) 
a  measurement  referring  to  compassion  fM^uc.  based  on  a  broader 
conceptualization  of  STS  proposed  by  Ftgley  and  colleagues  (cf. 
Rglcy  &  Stamnu  1996;  R.  F  Adams  ct  al..  2006).  The  results  cf  the 
moderator  analysis  showed  that  the  effect  sizes  of  the  relationship 
between  STS  and  job  burnout  were  dependent  on  the  type  of  STS 
assessment,  with  ProC^L-related  measunrs  having  a  stronger  associ¬ 
ation  (r^  =  33)  than  measuns  assessing  PTSD-like  symptoms  (r^  = 
37;  sec  Table  2). 

Measurement  of  job  burnout  as  the  moderator.  The  origi¬ 
nal  studies  were  divided  into  two  categories  on  the  basis  of  the 
type  of  job  burnout  measurement  used  in  the  studies:  (a)  the 
measures  stressing  the  role  of  exhaustion  and  (b)  the  subscalcs  of 
ProQOL  and  related  measures,  baaed  on  a  broader  burnout  con- 
ccpC  proposed  by  Hgley  aivd  cowoikcrs  (cf.  Figlcy  A:  Stanun. 
1996).  The  results  showed  that  the  relatkmship  between  STS  and 
job  burnout  was  moderated  by  the  type  of  job  burnout  assessment, 
with  ProQOL-related  measures  producing  a  significantly  stronger 
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SECONDARY  TRAUMATIC  STRESS  AND  BURNOUT 


B1 


Table  2 

Results  of  Meta-Anahsis  of  the  Relationship  Between  Job  Burnout  and  Secondary  Traumatic  Stress:  Overall  and  Moderator  Effects 


Measures 

r  range* 

r95%  cr 

N 

** 

Pilkf  Fail-ufeM 

1* 

Oierall  effect 

.691 

.252-941 

[.647,  .7311 

8.256 

41 

478.49‘ 

91.64 

ia603 

_ 

Moderator  effects 

Measurement 

STS  measure 

ProQOL  or  related 

.729 

.435-941 

(.693.  .762) 

5.343 

27 

I53.94‘ 

83.11 

14.138 

39.96- 

STS  as  PTSD-like  symptoms 

.606 

.252-.878 

(.483.  .709J 

Z913 

14 

28743- 

95.48 

4,829 

job  burnout  measure 

Pro(^L-relaled  vs.  other  measures 

ProQOL  or  related 

.7U 

J05-.94I 

[710.  .7751 

5.409 

25 

14239* 

83.15 

14.163 

5133- 

Other 

.589 

.252-.878 

(.471.  .687) 

Z847 

16 

msv 

9432 

4.817 

Pro(^L-felaled  vs.  MBI 

ProQOL  or  related 

.744 

305-94 1 

(.710.  .775) 

5.409 

25 

142.39- 

83.15 

14.163 

70.81- 

MBI 

.532 

.252-751 

( J97,  .«5j 

Z37I 

12 

1 77.69* 

93.8) 

1358 

Pro(^L-felaled  vs.  other  burnout  measures  (exchtding  MBI  or 

ProCjOL-felaiedi 

ProQOL  or  related 

.744 

3Q5-.941 

I.7I0..775) 

5.409 

25 

14239- 

83.15 

14.163 

3.18- 

Other  burnout  measures  (exchidiDg  MBb 

.731 

.602-878 

(327,  .856) 

476 

4 

37.68- 

9104 

431 

MBI  vs.  other  burnout  measures  (exchithcig  MBI  or 

2101** 

PiD(^.-felated  1 

MBI 

332 

.252-.75I 

( J97.  MS] 

Z37I 

12 

177.69- 

93.81 

1358 

Other  burnout  measures  (exchidiag  MBI  or  ProQOL-related) 

.731 

.602-.878 

(327.  .856) 

476 

4 

37.68- 

9104 

431 

Framework  applied 

Compassioo  fatigue  vs.  other  approaches 

Only  compassioo  fatigue  framework 

.744 

3Q5-.94I 

(.707,  .776) 

4.958 

23 

i3zor 

8334 

9.879 

51.18- 

No  measure  from  the  compassioo  fatigue  framewodc 

.578 

.252-.878 

(.426.  .699] 

Z462 

12 

261.60- 

95.80 

3.029 

Compassion  fatigue  vs.  mixed  approach 

Only  cooipassiao  fatigue  framework 

.744 

305-94 1 

(.707.  .776) 

4.958 

23 

13X03* 

83.34 

9.879 

44.69" 

Al  least  one  measure  from  other  framework 

.612 

.252.878 

(309.  .697) 

3.298 

18 

299.43* 

9432 

7.033 

Cultural  factors 

Country 

United  Stales 

.725 

435-.  842 

(.678.  .767) 

3372 

19 

I29ir 

86.07 

1698 

18.00- 

Other  countries 

.675 

.256-  941 

|.6(M.  .736] 

4.132 

20 

245.87* 

9X27 

10483 

Continent 

North  America  (United  Stales  and  Canada) 

.697 

.252-.M2 

(.636.  .748) 

4.313 

22 

252.03- 

91.67 

5.846 

3.79" 

Countries  from  other  contiaents 

.685 

.256-941 

(.615.  .745) 

3,943 

19 

224.18- 

91.97 

9.797 

Language  of  applied  measures 

English 

.706 

.252-.94I 

(.653.  .752) 

4.670 

27 

26936- 

9036 

1(X994 

14.22- 

Other 

.662 

.256-881 

(374.  .735) 

3386 

14 

204.8r 

93.65 

6.395 

Gender 

Primarilv  male  (at  least  75%  of  males  1 

.606 

.256-  827 

(.448.  .729) 

I.2M 

6 

60.63* 

91.75 

731 

14.58” 

Primarilv  female  (at  least  75%  of  femalesi 

.692 

.252-878 

(394.  .769j 

Z744 

15 

256.61* 

9434 

7.205 

Occupahons 

With  high  likelihood  of  secondary  exposure  only 

.719 

.252-.941 

(.652,  .775) 

3326 

22 

271.20- 

9126 

1787 

18.27" 

With  high  likelihood  of  both  primary  exposure  and  secondary 

exposure 

.662 

.256-.S27 

(.601.  .715) 

4.730 

19 

198  4r 

90.93 

14% 

Note.  Cl  =  coflfideoce  mlen'al:  STS  =  secondary  tr«iinat»c  stress;  ProQOL  =  Professional  Quality  of  Life  Scak;  PTD  =  posttraumatic  stress  disorder; 
MBI  =  Maslach  Burnout  Inventory. 

*  Weighted  effect  size.  ^  Rai^  of  effect  sizes.  *  Critical  inteo'als  for  die  weighted  effea  size.  **  Nundier  of  studies.  *  A  significaot  Q  1*1100  indicates 
that  the  data  are  heterogeneous,  suggesting  that  the  variability  among  studies  was  not  due  to  sampling  error.  '  Value  indicates  the  percentage  of  variance 
due  to  heterogeneity  among  studies.  ^  Value  indicates  the  number  of  studies  with  null  results  that  are  necessary  to  overturn  the  results  of  meta-analysis 
and  (0  conclude  that  the  results  are  due  to  sampling  bias.  ^  Test  for  roodefating  effect 
•p<.01.  "•p<.OOI. 


associations  (r^  =  35)  than  any  other  measures  of  burnout  (r^ 
range:  .28-33;  see  Table  2). 

Next  we  investigated  the  relationship  between  STS  and  three 
components  of  job  burnout  measured  with  MBI:  emotional  ex¬ 
haustion.  depcrsonalization/cynicism.  and  lack  of  professional/ 
personal  accomplishments  (Maslach  et  al..  2001).  Results  indi¬ 
cated  that  the  effect  size  of  the  relationship  bctwxxn  STS  and  a 
lack  of  accomplishment  was  relatively  smaller  than  the  other  two 
effect  sizes.  In  particular,  the  correlation  of  STS  with  emotional 


exhaustion  (weighted  r  =  35,  =  .30,  N  —  2361,  k  =  12)  was 

stronger  than  the  associations  with  depersonalization,  r  =  31.  = 

.26.  N  =  1.939.  k  =  9.  1(4298)  =  11.29.  p  <  .001.  or  lack  of 
accomplishment  weighted  r  =  35,  =  \2.  N  =  2.158.  it  =  10, 

rt4427)  =  4l.l3.p<.00l. 

The  theoretical  framework  as  the  moderator.  We  tested 
whether  the  associations  between  STS  and  job  burnout  differed 
depending  on  the  use  of  the  compassion  fatigue  framework  (Figlcy 
&  Stamm.  1996;  Stamm.  2010).  In  particular,  associations  ob- 
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taincd  in  studies  in  whitdi  both  STS  and  job  burnout  wen;  opcfu* 
tiooalized  in  line  with  the  compassion  fatigue  fmmcwoHc  (with 
ProQOL  or  ProQOL-rclated  measures  applied)  were  compared  to 
the  associations  found  in  studies  in  which  STS  and  job  burnout 
were  operationalized  in  line  with  other  approaches  (see  Table  2). 
These  other  approaches  defined  STS  as  PTSD-ltfcc  symptoms  or 
vicarious  trauma.  They  defined  bumouL  focusing  on  the  exhaustion 
component,  as  the  consequence  of  work  idatcd-sticss  (cf.  Maslach  cl 
aL.  2001).  The  nrsults  of  the  modcralor  analysis  indicated  that  the 
rclftionship  between  STS  and  job  burnout  was  moderated  by  the  type 
of  theoretical  framewotk  (sec  Tabk  2).  For  STS.  job  burnout  associ¬ 
ations  were  signiBcantly  stronger  when  both  constructs  were  assessed 
with  the  PioC^L  or  PioC^OL-rclatcd  measures  (/^  =  .55)  compared 
to  the  associations  observed  in  studies  applying  measures  derived 
from  other  approaches  (/^  =  34). 

Culture  and  gender  as  moderators.  The  next  set  of  analyses 
compared:  (a)  the  results  obtained  in  the  United  Suics  with  results 
found  m  other  countries,  and  (b)  the  associations  found  in  studies 
using  Hngbsh  versions  of  STS  and  job  burnout  instruments  with  the 
associations  found  in  research  using  diffenmt  language  versions. 
Other  than  the  Unhed  States,  with  19  studies,  fewer  than  10%  of 
studies  were  conducted  in  one  country  (c.g.,  four  studies  in  Israel). 
Thetcfotc.  other  bctwccn-couiaiy  comparisons  were  not  conducted. 
The  results  showed  that  cultural  and  langiage  factors  moderated  the 
rclationsh^  between  STS  and  job  burnout  (see  Table  2).  Ihc  associ¬ 
ations  observed  for  data  coDocted  in  the  Unilcd  Slates  were  signifi¬ 
cantly  stronger  (i^  =  32)  compared  to  the  rel^ionships  found  in  the 
studies  from  other  oountries  (/^  =  .45).  Similarly,  significant  differ¬ 
ences  were  found  when  the  associations  observed  in  North  America 
were  compared  to  results  obtained  on  other  continents  (i^  =  .49  and 

—  .48.  Rspcctively;  see  Tabic  2).  Furthermore,  the  associations 
found  for  die  Hnglish-languagc  versions  of  measures  wen;  signifi- 
caitly  stiongerf/^  =  50)  than  the  relationships  obtained  in  the  studies 
using  other  language  versions  (r^  —  .44).  Finally,  the  lesuks  indicated 
that  gender  might  moderate  the  relationship  between  STS  and  job 
bumout  with  sUortger  associations  observed  in  predominantly  female 
samples  (/^  =  .48)  compared  to  predominandv  male  samples  (/^  = 
37;  see  Table  2). 

Type  of  occupation  in  the  context  of  work-rdated  exposure 
to  trauma.  Results  obtained  in  original  studies  involving  occu¬ 
pations  with  an  increased  likelihood  for  both  direct  and  indirect 
exposure  were  compared  to  those  in  which  only  indirect  exposure 
was  likely  to  occur.  The  analysis  indicated  that  type  of  occupation 
moderated  the  relationship  between  STS  and  job  bumout  (see 
Table  2).  The  associations  were  stronger  in  samples  with  occupa- 
tiocis  with  only  secondary  exposure  (r^  =  .52)  compared  to  sam¬ 
ples  with  occupations  characterized  by  high  likelihood  for  both 
priniBry  and  secondary  exposure  (/^  =  .44). 

Discussion 

Our  meta-anaiysas  investigated  the  relationship  between  STS 
and  job  biunout  among  employees  indirectly  exposed  to  trauma, 
lltc  indirect  exposure  could  be  due  to  contact  with  clients  or 
patients  who  have  experienced  traumatic  events  or  due  to  an 
exposure  to  other  traumatic  materials.  High  levels  of  bumout  aiKl 
other  conscquciKes  of  indirect  exposure  to  trauma  arc  likely  to  be 
elevated  among  mental  health  care  providers  (Newell  &  MacNcil. 
2011)  and  to  affect  professionals*  well-being,  quality  of  life  of 


their  potients.  and  the  effectiveness  of  caring  (Cheung  &  Chow. 
2011).  The  present  study  adds  (o  existing  literature  by  indicating 
the  coexistence  of  STS  and  job  bumout  among  professionals 
exposed  iraJirectly  to  trauma  in  their  work.  The  meta-analysis  of  41 
studies  suggests  that  the  association  between  these  two  constructs 
is  high,  artd  that  these  two  concepts  may  share  as  much  as  48%  of 
the  variance. 

Recently  developed  frameworks,  providing  an  overview  of  risk 
factors  for  developing  negative  consequences  of  working  with 
traumali/cd  patients  or  clients  (Voss  Horrdl  ct  al..  201 1).  have 
assumed  that  compassion  fatigue,  burnout,  vicarious  trauma.  aiKl 
STS  constitute  a  rather  homogenous  ^tiup  of  psychosocial  con¬ 
sequences  of  secondary  exposure.  Voss  Honell  ct  al.  (201 1 )  sug¬ 
gested  that  developing  this  relatively  homogenous  group  of  con¬ 
sequences  depends  on  shared  risk  factors.  In  other  words,  it  may  be 
assumed  that  the  same  risk  foctors  referring  to  patient,  profes¬ 
sional.  or  organizational  characteristics  would  increase  the  probe- 
Inlity  of  developing  compassion  fatigue,  as  well  as  bumout.  vicar¬ 
ious  trauma,  and  PTSD-like  symptoms.  Strong  associations  found 
in  our  meta-analysis  might  result  from  these  common  risk  factors. 
Further,  the  effects  of  indirect  exposure  to  trauma  may  also  be 
mitigated  by  cultural  and  individual  resilience  factors,  such  as 
hardiness  or  self-efficacy  (cf.  Luszczynska.  Benight.  &  Cicslak. 
2009).  Riturc  studies  need  to  investigate  the  common  and  specific 
risk  and  resilience  factors,  explaining  development  of  compassion 
fatigue,  bumout.  and  secondary  PTSD. 

Research  applying  constructs  and  measurement  derived  from  a 
single  theoretical  framework  is  often  considered  as  **thc  state-of- 
the-art"  approach.  By  contrast  "covering  the  bases**  by  means  of 
amalgamation  of  several  theoretical  frameworks  is  usually  as¬ 
sumed  as  an  inferior  approach,  forcing  new  relationships  on  vari¬ 
ables  from  otherwise  indeperKleni  models  and  creating  some  re¬ 
dundancy  (Figueroa.  Kincaid.  Rani.  &  Lewis.  2002).  Thus, 
applying  measurement  from  the  same  approach,  such  as  compas¬ 
sion  fatigue  (R.  E.  Adams  ct  al.,  2006;  Figlcy  &  Stamm,  1996). 
could  be  considered  as  a  superior  approach  to  testing  the  STS- 
bumout  relationship,  compared  to  combining  assessment  methods 
from  distinct  frameworks. 

The  results  of  the  present  study  suggest  however,  that  the 
application  of  the  compassion  fatigue  approach  to  measuring  con- 
sequerKes  of  secondary  exposure  among  professionals  has  some 
undesirable  consequences.  The  results  of  re^toctivc  modcraior 
analysis  indicate  that  if  both  STS  and  job  bumout  arc  measured 
within  the  compassion  fatigue  approach  (i.c..  by  means  of  the 
PrD(^L  and  related  measures),  the  proportion  of  shared  variance 
is  significantly  larger  than  if  the  measures  are  derived  from  any  of 
the  other  approaches.  If  both  STS  and  bumout  measures  were 
derived  from  the  cfMnpassion  fatigue  framework,  the  estimated 
overlap  is  55%.  which  suggests  that  STS  and  bumout  constructs 
might  be  irvdistingutshablc.  The  present  study  does  iKit  offer  a 
review  of  all  aspects  of  STS  and  bumout  theories.  Instead,  it 
focused  on  the  operationalization  of  the  key  constructs  in  the  STS 
and  bumout  frameworks.  Therefoce.  the  conclusions  ate  limited  to 
operationalization  of  the  constructs,  not  entire  theories. 

Results  of  our  meta-analysis  provide  arguments  for  a  limited 
practical  utility  of  applying  the  ProC^L  and  ProQOL-relatcd 
measures  when  testing  for  STS  and  job  bumout  in  one  study. 
Research  striving  for  dion  measures  capturing  broader  conse¬ 
quences.  encompassing  symptoms  of  both  STS  and  bumout.  may 
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want  to  use  one  of  the  subscaies  of  the  ProQOL  (or  ProQOL- 
rdaied  questionnaires),  which  enables  capturing  a  majority  of 
variance  for  both  constructs. 

The  results  indicate  that  applying  framew'orks  and  measure¬ 
ments  different  from  compassion  fatigue  (Le..  PTSD-Ukc  symp¬ 
toms.  vicarious  trauma,  or  job  burnout  defined  as  the  focusing  on 
emotional  exhaustion  consequences  of  work  related-stress)  would 
result  in  STS  and  job  burnout  sharing  34%  of  variance.  In  this 
case,  burnout  and  STS  would  be  related,  but  measured  as  suffi¬ 
ciently  distinct  constructs.  This  conclusion  is  in  line  with  earlier 
research  and  narrative  reviews  of  literature  (Jenkins  &  Baiixl. 
2002:  Sabo.  201 1;  Thomas  &  Wilson.  2004). 

The  results  also  indicate  that  a  significantly  larger  overlap 
between  STS  and  job  burnout  may  be  expected  if  the  data  arc 
collected  in  the  United  Stales  (compared  to  other  cotaitries)  and  by 
mearts  of  English-language  versions  of  questionnaires  (compared 
to  other-language  versions).  The  differences  may  resuh  from  the 
fact  that  the  translation  processes  allows  for  capturing  more  dis¬ 
tinct  facets  of  STS  aruJ  job  burnout.  Thus,  the  translation  from 
English  to  Hebrew.  Dutch,  or  CJcrman  may  allow  for  developing 
refined  verskms  of  original  methods.  Further  research  needs  to 
investigate  the  similantics  across  the  language  versions  in  terms  of 
criterion  validity  and  factorial  structure.  The  other  source  of  the 
bctwoen-country  differences  may  result  from  cuhural  differences 
in  shaping  emotional  experiences  and  emotional  processing 
(Bracken.  2001;  Marshall  &  Suh.  2003)  or  differences  in  organi¬ 
zational  characteristics,  health  inequalities,  or  policies  specifying 
work  conditions.  Regardless  of  possible  sources  of  the  observed 
differences,  our  findings  arc  in  line  with  the  assumption  that 
culture  is  among  the  key  contexts  differentiating  the  effects  of 
secondary  exposure  among  professionals  across  countries  (Mar¬ 
shall  &  Suh.  2003). 

GeiMJer  differences  in  associations  between  STS  and  job  burnout 
are  in  line  with  previous  systematic  reviews,  suggesting  different 
mechanisms  of  developing  consequences  of  traumatic  stress 
among  men  ar»d  women  (Olff.  Langeland.  Draijer.  &  Gersons, 
2007).  They  are  also  consisteat  with  research  that  has  suggested 
gender  differences  in  experiencing  the  depletion  of  emotional 
reserves  (Watts  &  Robertson.  201  Dor  compassion  fatigue  (Sprang 
ct  al..  2007).  Further  studies  sJKMild  investigate  the  mechanisms 
explaining  gcffedcr  inequalities  in  the  likelihood  of  developing  both 
STS  and  job  burnout  among  professionals  working  with  trauma 
survivors. 

The  results  indicating  weaker  associatkias  between  STS  and 
burnout  among  professionals  who  arc  likely  to  be  diiecdy  and 
indirectly  exposed  to  trauma  at  work,  compared  to  occupations  that 
are  likely  to  involve  only  irxlircct  exposure,  are  in  line  with 
arguments  presented  by  Palm  et  al.  (2004).  Workers  exposed  to 
direct  trauma  at  work  may  be  resilient  due  to  better  preparedness 
and  training  (Palm  ct  al..  20(H).  Therefore.  e\en  if  they  suffer  from 
orte  type  of  consequeiKcs  of  work  stress  (i.e.,  bumoul).  they  may 
not  present  STS  symptoms. 

Our  research  has  its  limitations.  The  level  of  secondary  exposure 
to  trauma  was  not  accounted  for  in  our  analysis,  because  several 
original  studies  did  not  assess  the  exposure.  Thus,  our  results  arc 
based  on  assumptions  that  the  professionals  were  likely  to  expe¬ 
rience  the  secondary  exposure  to  trauma,  due  to  the  work  character 
and  the  description  of  job  tasks  provided  in  original  studies.  Other 
confounding  variables,  such  as  personal  history  of  trauma  expo¬ 


sure  and  other  patient  characteristics,  were  also  not  controlled. 
Unfortunately,  this  was  not  possible,  due  to  the  fact  that  a  majority 
of  original  research  did  not  account  for  these  factors.  Our  analyses 
did  not  compare  service  providers  who  are  exposed  to  trauma 
indirectly  against  other  human  service  providers  whose  level  of 
burnout  may  result  from  the  strain  of  caretaking  for  clients  w-ho  arc 
not  traumatized.  Many  studies  were  conducted  only  once  or  twice 
in  one  country,  therefore,  a  more  thorough  examination  of  differ¬ 
ences  between  countries  or  across  language  versions  was  not 
conducted.  Cuhural  context  was  defined  in  a  narrow  way  and 
reforred  only  to  the  counliy  of  the  study  and  language  used  in 
collecting  data.  It  should  also  be  noted  that  the  results  should  not 
be  generalized  to  other  definitions  or  frameworks  discussing  the 
consequences  of  secondary  work-related  exposure  to  trauma  be¬ 
yond  the  ones  chosen  for  this  review.  Finally,  the  majority  of  the 
studies  included  in  the  mcta-analysis  were  cross-sectional,  there¬ 
fore  no  causal  associations  between  STS  and  job  burnout  could  be 
investigated. 

Conclusion 

Oir  study  prov  ides  the  first  quantitative  syntbesis  of  research  on 
the  relationships  between  job  burnout  and  STS  among  profession¬ 
als  working  with  traumatized  clients.  This  review  shows  the  mod- 
eraung  effects  of  theoretical  frameworks,  type  of  measures,  lan¬ 
guage.  country  where  data  were  collected,  gender,  and  type  of 
occupation  related  to  trauma  exposure.  In  general,  burnout  and 
STS  or  compassion  fatigue  arc  likely  to  co-occur  among  profes¬ 
sionals  exposed  indirectly  to  trauma  through  their  work.  Applica¬ 
tions  of  measures  developed  within  the  compassion  fatigue  frame¬ 
work  may  result  in  obtaining  stronger  relationships  between  job 
burnout  and  STS  compared  to  the  use  of  measures  derived  from 
different  theoretical  frameworks  (c.g..  the  approach  to  STS  focus¬ 
ing  on  PTSD-like  symptoms  and  the  bumoul  framework  focusing 
on  exhaustion  component  1.  In  particular.  STS  and  burnout  con¬ 
structs  may  be  empirically  indistinguishable  if  measured  within  the 
compassion  fatigue  framework. 
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Appendix  IV:  Paper:  Cultivating  secondary  traumatic  growth  among  healthcare  workers:  The 
role  of  social  support  and  self-efficacy. 
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Cultivating  Secoudaty  Iraumatic  Gtowtii  Among  Healtlicate  Wotkets; 
Ilie  Role  ol  Social  Support  and  Sell  ERicacy 


Kotaro  Shoji,'  Judith  Bock,'  Roman  Cioslak,'-^  Katarzyna  Zukowska,^  Aleksandra 
Luszczynska,'-^  and  Charles  C.  Benight' 

'  University  of  Colorado  at  Colorado  Springs 
^University  of  Social  Sciences  and  Humanities 

Objective:  This  2-study  longitudinal  Investigation  examined  the  Indirect  effects  of  secondary  trau¬ 
matic  stress  (STS)  on  secondary  traumatic  growth  via  two  mediators:  perceived  social  support  and 
secondary  trauma  self-efficacy.  In  particular,  we  tested  If  the  2  hypothetical  mediators  operate  sequen¬ 
tially.  that  Is.  with  secondary  trauma  self-efhcacy  facilitating  social  support  (i.e..  cultivation  hypothesis) 
and/or  social  support  enhancing  self-effrcacy  Q.e..  enabling  hypothesis).  Method:  Participants  In 
Study  1  (/V  =  293  at  Time  1 .  N  =  1 1 5  at  Time  2)  were  behavioral  healthcare  providers  working  with  U.S 
military  personnel  suffering  from  trauma.  Study  2  was  conducted  among  Polish  healthcare  workers 
(/V  =  298  at  Time  1.  Aif  =  189  at  Time  2)  providing  services  for  civilian  survivors  of  traumatic  events. 
Results:  In  both  studies,  multiple  mediatlonal  analyses  showed  evidence  for  the  cultivation  hypoth¬ 
esis.  The  relationsNp  between  STS  at  Time  1  and  secondary  traumatic  growth  at  Time  2  was  mediated 
sequentially  by  secondary  trauma  self-efficacy  at  Time  1  and  social  support  at  Time  2.  The  enabling 
hypothesis  was  not  supported.  Conclusion:  Education  and  development  programs  for  healthcare 
workers  may  benefit  from  boosting  self-efficacy  with  the  Intent  to  facilitate  perceived  social  support 
®  2014  Wiley  Bariodicals.  Inc.  J.  Qin.  Psychol.  0:1-16. 2014. 

Keywords:  secondary  traumatic  stress:  secondary  traumatic  growth;  social  cognitive  theory:  perceived 
social  support;  self-efficacy:  mediation 


Negative  outcomes  after  direct  exposure  to  traumatic  events  have  been  linked  to  psychological 
disorders  including  posllraumatic  stress  disorder  (PTSD),  represented  by  such  symptoms  as 
recxperiencing.  avoidance,  and  hyperarousal  (Brewin.  Andrews.  &  Valentine.  2000).  Secondary 
traumatic  stress  (STS),  in  comparison,  is  defined  by  the  same  set  of  symptoms  resulting  from 
indirect  exposure  to  trauma  (Bride.  Robinson.  Yegidis.  &  Figley,  2004).  This  indirect  exposure 
is  typified  by  healthcare  providers  working  with  traumatized  individuals.  The  indirect  exposure 
has  been  associated  with  many  negative  consequences  including  higher  distress  and  increased 
negative  cognitions  (Pcarlman&  Mac  Ian.  1995).  higher  job  burnout  (Ballenger-BrouTiinget  al.. 
201 1),  and  lower  job  satisfaction  (Devilly,  Wright.  &  Varker.  2009). 

In  addition  to  the  negative  consequences  of  direct  and  indirect  exposure  to  trauma,  recent 
research  has  highlighted  the  importance  of  positive  changes  after  exposure  to  trauma,  such  as 
meaning-making  processes  (Park  &  Ai.  2(X)6)  and  posttraumatic  growth  (Cann  et  al..  2010). 
Building  on  the  posttraumatic  growth  construct.  Arnold  and  colleagues  (2005)  coined  the  term 
vicarious  posttraumatic  growth,  referring  to  positive  changes  in  schemas  about  self  and  the  world 


Stud>'  1  was  made  possible  b)'  a  research  grant  that  was  awarded  to  Charles  C.  Benight  and  administeicd  (ly 
the  U.S.  Army'  Medical  Research  &  Materiel  Command  (USA MRMC)  and  ttie  Telemedicine  &  Advanced 
Tectmology  Research  Center  (TATRC)  at  Fort  Dctrick.  MD  under  Contract  No.  W81XWH-I I-2-OI53. 
Study  2  was  supported  try  grant  NN  105  139537  from  the  National  Science  Center  awarded  to  Roman 
Cicsiak  and  hy  Master  Grant  from  the  Foundation  for  Polish  Science  awarded  to  Aleksandra  Luszerynska. 
The  views  expressed  in  this  article  are  solely'  those  of  the  authors  and  do  not  represent  an  endorsement  by 
or  the  official  policy  of  the  U.S.  Army,  the  Department  of  Defense,  or  tfie  U.S.  Government. 
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and  perceived  psychological  growth.  Trauma-focused  providers  mw  experience  this  type  of 
grcM'th  as  a  result  of  their  work.  Although  we  agreed  with  Arnold  et  al.'s  conceptualbjition  of 
vicarious  posttraumatk  growth,  we  have  chosen  to  utilize  the  term  secondary  traumatic  growth 
as  it  denotes  more  clearly  the  growth  resulting  from  indirect  exposure  to  trauma. 

There  is  limited  evidence  for  the  relationships  between  STS  and  psychological  growth  variables 
among  human  services  workers  indirectly  exposed  to  trauma.  Positive  associations  between  STS 
and  secondary  posttraumatic  growth  were  found  in  studies  enrolling  mental  health  therapists 
(Brockhousc.  Mseth.  Cohen.  &  Joseph.  2001)  and  disaster  workers  (Linley  &  Joseph.  2006). 
However,  there  arc  two  primary  limitations  of  these  findings.  First,  the  Brockhouse  et  al.  (2001 ) 
study  was  cross-sectional.  And.  second,  neither  study  utilized  a  theory-driven  model  to  elucidate 
the  underlying  mechanisms  related  to  posttraumatic  growth.  In  this  article,  we  reported  on  two 
studies  that  were  longitudinal  and  based  on  social  cognitive  theory  ( Bandura.  1 997 ). 


Social  Cognitive  Theory  as  a  Theoretical  Framework 

Social  cognitive  theory  (SCT;  Bandura.  1997)  highlights  bidirectional  interactions  between 
three  sets  of  variables:  the  environment,  individual  factors,  and  behavior.  Called  triadic  recip¬ 
rocal  determinism,  this  framework  emphasizes  self-regulation  as  a  key  mechanism  for  human 
adaptation.  The  triadic  system  functions  through  feedback  processes  operating  internally  (e.g.. 
self-evaluations)  and  externally  (changes  in  environmental  conditions)  and  aims  at  recalibrating 
efforts  toward  desired  outcomes  (e.g..  reduction  of  negative  states).  Self-eflicacy  is  a  critical  ap¬ 
praisal  factor  that  is  central  to  the  self-evaluative  process.  Social  support  operates  as  a  primary 
environmental  resource.  We  argue  that  social  support  and  self-eflicacy  serve  as  key  mediators  in 
the  association  between  STS  and  secondary  traumatic  growth. 


Self-efficacy.  Self-eflicacy,  in  the  context  of  traumatic  stress,  refers  to  perceived  ability  to 
manage  environmental  demands  and  personal  functioning  after  adverse  or  traumatic  experiences 
( Benight  &  Bandura.  2004).  Through  positive  construal  of  challenging  environmental  demands, 
individuals  are  able  to  manage  these  demands  in  a  more  effective  manner.  Self-efficacy  is  related 
to  lower  levels  of  secondary  traumatic  distress  in  trauma  counselors  (Ortlepp  &  Friedman.  2(X)2). 
Further,  there  is  empirical  evidence  suggesting  self-efficacy  m^  play  an  important  meditational 
role  in  the  relationship  between  trauma  exposure  and  psychological  distress  in  disaster  survivors 
(Benight.  Ironson  et  al..  1999)  and  between  stress  appraisal  and  compassion  satisfaction  in 
rescue  workers  (Prati.  Pietrantoni.  &  Cicognani.  2011). 

We  identified  no  studies  examining  the  mediation  effect  of  scIf-cfficacy  on  the  relationship 
between  STS  and  secondary  traumatic  growth.  However,  based  on  well-documented  mediating 
functions  of  self-efficacy  in  the  context  of  direct  traumatization  (Cieslak.  Benight.  &  Lehman. 
2008).  it  may  be  assumed  that  self-efficacy  would  plw  a  mediating  role  in  the  relationship 
between  STS  and  secondary  traumatic  growth.  In  our  studies,  we  hypothesized  that  self-efficacy 
would  mediate  the  relationship  between  STS  and  secondary  traumatic  growth,  with  higher  STS 
relating  to  lower  self-efficacy  and  lower  self-efficacy  leading  to  lower  secondary  traumatic  growth 
( Hypothesis  I ). 

Social  support.  Social  support  is  a  concept  that  refers  to  actual  aiding  resources  provided 
by  others  (i.e..  received  social  support)  or  to  the  perception  of  availability  of  aiding  resources  (i.e., 
perceived  social  support:  Lin.  1 986).  Higher  social  support  leads  to  lower  negative  consequences 
of  direct  traumatization  (e.g.,  lower  PTSD;  Griffith.  2012)  and  higher  positive  changes  after 
a  traumatic  event  such  as  posttraumatic  growth  (Cieslak  et  al..  2009;  Luszczynska.  Sarkar.  & 
Knoll.  2007).  Similarly  to  self-efficacy,  social  support  may  be  considered  a  mediator  in  the 
relationship  between  STS  and  secondary  traumatic  growth.  Although  we  identified  no  research 
on  the  mediating  role  of  social  support  in  this  relationship,  there  is  evidence  showing  that  social 
support  mediates  the  relationship  between  posttraumatic  distress  symptoms  and  posttraumatic 
growth  (Hogan  &  Schmidt.  2002).  Therefore,  we  hypothesized  that  perceived  social  support 
would  mediate  the  effect  of  STS  on  secondary  traumatic  growth.  Specifically,  higher  secondary 
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traumatic  stress  would  lead  to  lower  perceived  social  support,  and  low  er  perceived  social  support 
would  predict  lower  secondary  traumatic  growth  (Hypothesis  2). 

Cultivation  and  enabling  hypotheses.  Self-efhcacy  and  social  support  have  been  defined 
in  this  investigation  as  mediators.  Schwarzer  and  Knoll  (2007 ).  however,  argued  that  the  re¬ 
lationship  between  support  and  self-eOScacy  may  be  bidirectional.  There  are  two  alternative 
hypotheses  explaining  the  relationship  between  self-efficacy  and  social  support.  The  cultivation 
Iwpothcsis  suggests  that  self-efficacy  facilitates  social  support,  whereas  the  enabling  hypothesis 
states  that  social  support  enhances  and  protects  self-efficacy  (Schwarzer  &  KnolL  2(X)7).  Previ¬ 
ous  studies  supporting  the  cultivation  hypothesis  showed  that  self-efficacy  reduced  depresswe 
symptoms  through  the  mediating  effect  of  received  social  support  (Schwarzer  &  Gutierrez- 
Dona.  2005;  Schwarzer  &  Knoll.  2(X)7).  In  studies  testing  the  enabling  hypothesis,  self-efficacy 
mediated  the  effect  of  perceived  social  support  on  distress  (Benight.  Swift  et  al..  1999)  and 
quality  of  life  (Amir,  Roziner.  Knoll.  &  Neufeld.  1999)  and  the  effect  of  received  social  support 
on  posttraumatk  growth  (Cieslak  et  al..  2009;  Luszczynska  et  al.,  2007). 

Although  both  the  cultivation  and  enabling  hypotheses  have  been  supported  by  empirical 
findings,  no  studies  have  examined  these  hypotheses  in  the  contex  t  of  indirect  exposure  to  trauma. 
We  Iwpothcsized  that  the  effect  of  STS  on  secondary  traumatic  growth  would  be  mediated  first 
by  secondary  trauma  self-efficacy  and  then  by  perceived  social  support  ( Hypothesis  3,  cultivating 
effect),  and/or  mediated  first  by  perceived  social  support  and  then  by  self-efficacy  (Hypothesis 
4.  enabling  effect).  All  four  hypotheses  were  tested  in  two  longitudinal  studies.  Study  I  enrolled 
behavioral  healthcare  providers  working  with  military  patients  suffering  from  trauma.  Civilian 
healthcare  providers  offering  services  for  trauma  survivors  took  part  in  StutK  2. 

Study  1 

Method 

Participants.  The  study  was  a  part  of  the  SupportNet  project,  investigating  predictors  of 
secondary  traumatic  stress  and  job  burnout  among  behavioral  and  mental  healthcare  providers 
working  with  the  U.S.  military  personnel  suffering  from  trauma.  Inclusion  criteria  were  a  follows: 
(a)  working  for  al  least  one  year  as  a  clinical  psychologist,  counselor,  social  worker,  ptwsician 
or  nurse:  (b)  providing  services  for  a  military  population;  and  (c)  being  indirectly  exposed  to 
trauma  through  interaction  with  patients.  Of3lO  respondents  who  completed  the  online  survey 
at  Time  I  (Tl ),  293  participants  (98  males.  33.4%)  were  qualified  for  the  present  study  based  on 
the  inclusion  criteria.  Of  those  who  completed  the  Tl  assessment,  1 1 5  participants  (33  males, 
28.7%)  took  part  in  Time  2  (T2)  measurement  6  months  later. 

Table  1  displays  the  demographic  characteristics  Participants  experienced  indirect  exposure 
to  different  types  of  traumatic  events  through  interaction  with  clients  including,  for  example, 
sudden  unexpected  death  of  someone  close  (89.4%),  Iife4hreatening  illness  or  injury  (88.1%), 
military  combat  (86.7%),  sexual  assault  (84.3%),  physical  assault  (82.6%),  transportation  acci¬ 
dents  (80.9%),  and  natural  disasters  (66.6%).  Additionally,  all  participants  were  directly  exposed 
to  trauma,  with  the  average  number  of  3.23  (standard  deviation  (5/)|  =  1 .90)  traumatic  events 
reported  per  person  in  a  lifetime. 

Measures.  Participants  completed  a  set  of  questionnaires  cv'aluating  STS.  perceived  social 
support,  secondary  trauma  self-efficacy,  and  secondary  traumatic  growth.  Indirect  exposure  to 
trauma  and  demographic  variables  were  assessed  as  possible  factors  that  should  be  controlled 
when  testing  the  hypotheses. 

Secondary  traumatic  stress.  Secondary  Traumatic  Stress  Scale  (Bride  et  al..  2004)  is  a 
l7-item  questionnaire  used  to  measure  the  frequency  of  STS  symptoms  in  the  past  month.  It 
comprises  the  Intrusion  subscale  (five  items),  the  Avoidance  subscale  (seven  items),  and  the 
Arousal  subscale  (five  items).  The  present  study  only  used  a  total  score  of  all  items.  Using  a 
5-point  response  scale,  ranging  from  1  (newtr)  to  5  {very  often),  participants  evaluated  frequency 
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Table  1 

Descriptive  and  Demographic  Statistics  for  Study  I  and  Study  2 


Measure 

Stud>’  1  Tl 

Study  1  T2 

Study  2 Tl 

Study  2  T2 

Mean  age  {SD) 

48.91  (12.83) 

50.27(12.59) 

35.37(8.48) 

35.08(8.12) 

Gender 

Female 

195  (66.6%) 

82(71.3%) 

226(75.8%) 

150(80.6%) 

Male 

98  (33.4%) 

33  (28.7%) 

69(23J%) 

36(19.0%) 

intimate  relationship 

In  a  long-term 

224(76.5%) 

81  (70.4%) 

219(73.5%) 

146(77.2%) 

relationship 

Not  in  a  long-term 

62(21.2%) 

31  (27.0%) 

77(25.8%) 

42(22.2%) 

relationship 

Highest  degree 

High  school 

1  (0.3%) 

0(0%) 

62  (20.8%) 

35(18.5%) 

Associate  s  degree 

1  (0.4%) 

0(0%) 

- 

- 

Bachelor's  degree 

6(2.0%) 

2(1.7%) 

65(21.8%) 

37(19.6%) 

Master’s  degree 

130(44.4%) 

55  (47.8%) 

166(55.7%) 

114(60.3%) 

Doctorate  degree 

155(52.9%) 

58  (50.4%) 

3(1.0%) 

1  (0.5%) 

Profession 

115  CP  (39  jy.) 

41  CP  (35.7%) 

143  HCP  (48.0%) 

86  HCP  (45.5%) 

77  counselors 
(26.3%) 

27  counselors 
(23.5%) 

113SW(37.9%) 

77  SW  (40.7%) 

56  SW  (19.1%) 

35  HCP  (11.9%) 

21  SW(18.3%) 

7  HCP  (6.1%) 

37  others  ( 1 2.4%) 

23  others  (12.2%) 

Note.  Tl  =  Time  I.  T2  =  Time  2:  SD  =  standard  deviation:  CP  =  dinical  p^chologisu  HCP  =  healthcare 
provider.  SIA''  =  social  worker.  Sample  size  for  Stud)'  I :  =  293.  =  1 1 S.  Sample  size  for  Stud)-  2: 

=  298.  N-J2  =  IS9.  Some  percentages  did  not  add  up  to  100%  bemuse  of  missing  data.  Long-term 
relationship  included  married  couples  and  couples  in  a  committed  relationship. 


of  each  symptom  in  relation  to  their  work  with  patients  who  had  been  exposed  to  traumatic 
events.  Sample  items  are  “I  felt  emotionally  numb"  and  "I  fdt  jumpy.”  Cronbach’s  alpha  was 
.94  for  both  Tl  and  T2  assessments. 

Secondary  trauma  self-efficacy.  Because  there  is  evidence  that  the  domain-specific  mea¬ 
sures  of  self-elTicacy  are  more  useful  in  predicting  adaptation  than  arc  the  general  ones  ( Luszczyn- 
ska,  Schotz.  &  Schwarzer.  2005).  we  employed  self-efficacy  specific  to  STS.  Secondary  trauma 
self-efficacy  is  defined  as  the  pcrccb'ed  ability  to  cope  with  the  challenging  demands  resulting 
from  work  with  traumatized  clients  and  the  perceived  ability  to  deal  with  the  secondaiy  trau¬ 
matic  stress  symptoms  Secondary  Trauma  Self-Efficacy  Scale  (Cieslak  et  al.,  2013)  is  a  7-item 
questionnaire  based  on  other  self-efficacy  instruments  that  were  designed  to  measure  perceived 
ability  to  cope  with  demands  resulting  from  direct  exposure  to  trauma  and  perceived  ability  to 
deal  with  posttraumatic  stress  symptoms  (e.g.,  Lambert.  Benight.  Harrison.  &  Cieslak.  2012). 
Secondary  trauma  self-efficacy  scale  measures  self-efficacy  in  the  context  of  an  indirect  exposure 
to  trauma.  Participants  rate  the  degree  of  perceived  capability  on  a  7-point  scale,  ranging  from 
1  (very  incapaNe)  to  7  (uerv  capable).  The  stem  "How  capable  am  I  to ...”  is  followed  by  such 
items  as  "deal  with  the  impact  these  people  have  had  on  my  life”  Cronbach’s  alphas  were  .87 
(Tl)and  .91  (T2). 

Perceived  social  support.  Multidimensional  Scale  of  Percewed  Social  Support  (Zimet. 
Dahlem.  Zimet.  &  Farley,  1988)  is  a  12-item  questionnaire  measuring  availability  of  social 
support  from  family  (four  items),  friends  (four  items),  and  broadly  defined  significant  others 
(four  items).  A  total  score  of  all  items  was  used  in  further  analyses  The  instruction  was  modified 
to  measure  perceived  social  support  in  the  context  of  work-related  demands  in  the  past  month. 
Participants  rated  the  degree  of  agreement  for  each  item  on  a  7-point  scale,  ranging  from  I  (lerv 
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strongly  disagree)  to  7  (very  strongly  agree).  Sample  items  are  "I  can  talk  about  my  problems 
with  mv  friends”  and  "Mv  family  really  tries  to  help  me."  Cronbach’s  alpha  was  .94  for  both  Tl 
and  T2. 

Secondary  traumatic  growth.  Posttraumatic  Growth  Inventory-Short  Form  (PTGI-SF; 
Gann  et  at..  2010)  was  used  to  assess  positive  changes  resulting  from  indirect  exposure  to 
trauma.  The  original  PTGI-SF  is  a  lO-item  self-rated  questionnaire  that  measures  experience  of 
significant  positive  change  after  a  trauma.  We  modified  the  instruction  by  asking  participants 
to  rate  the  degree  of  change  as  a  result  of  their  indirect  exposure  to  trauma  through  work 
with  clients  A  6-point  response  scale  ranged  from  0  (/  did  not  experience  this  change)  to  5  (/ 
experienced  this  change  to  a  very  great  degree).  Sample  items  are  "I  have  a  stronger  religious 
faith”  and  "I  established  a  new  path  for  my  life.”  Cronbach’s  alphas  were  .93  (Tl)  and  .92  (T2). 

Indirect  exposure  to  trauma.  Secondary  Trauma  Exposure  Scale(Cicslak  etal..  2013)  was 
used  to  measure  indirect  exposure  to  traumatic  events.  It  comprises  a  list  of  10  potentially  trau¬ 
matic  events  (e.g.,  natural  disasters,  sexual  assaults,  militaiy  combat).  Participants  responded 
whether  they  were  exposed  to  each  event  through  their  work  with  traumatized  clients.  Then 
they  rated  how  frequently  they  worked  with  patients  who  experienced  at  least  one  of  the  po¬ 
tentially  traumatic  events  on  the  list,  using  a  7-point  scale,  ranging  from  I  (never)  to  7  (every 
dlay). 


Demographics.  Demographic  questions  included  age,  gender,  a  relationship  status,  pro¬ 
fession.  and  highest  academic  degree 

Procedure.  The  study  was  approved  by  the  institutional  review  board  (IRB)  at  the  au¬ 
thors'  institution.  Providers  who  were  located  in  the  civilian  community  received  the  email  with 
a  link  to  the  online  survey  through  an  online  newsletter  sent  by  TriWest  Healthcare  Alliance  an 
organization  managing  health  b^efits  for  military  patients  and  their  families.  Providers  located 
on  military  installations  received  the  link  to  the  survey  in  an  email  from  the  director  of  the 
Department  of  Behavioral  Health  at  Evans  Army  Community  Hospital  at  Fort  Carson.  Col¬ 
orado.  and  from  the  Psychology  Consultant  to  the  U.S.  Army  Surgeon  General  at  San  Antonio, 
Texas.  Respondents  filled  out  the  survey  voluntarily,  anonymously,  and  with  no  compensation 
for  their  time.  Approximately  6  months  later  (mean  [.W]  =  1 91 .90  days,  SD  =  1 4. 1 8).  participants 
who  agreed  to  take  part  in  the  T2  assessment  received  an  email  invitation  to  the  online  survQr 
containing  the  same  set  of  the  questionnaires  as  in  Tl. 

Analytical  procedures.  To  test  whether  the  data  supported  the  cultivation  hypothesis 
and/  or  enabling  hypothesis,  we  performed  multiple  mediation  analyses  using  PRCXTESS  ( Hayes, 
2012).  PROCESS  permits  for  conducting  multiple  mediator  regression  analysis,  accounting 
for  covariates.  Further.  PROCESS  allows  for  testing  hypotheses  assuming  that  mediators  are 
chained  together  in  a  specific  sequence  (eg.,  secondary  traumatic  stress  (the  independent  variable) 
predicting  social  support  (the  first  mediator),  which  in  turn  predicts  self-efficacy  (the  second 
mediator),  which  predicts  secondary  traumatic  growth  [the  dependent  variable)). 

Results  of  analyses  are  presented  using  three  types  of  coefficients  A  regression  eoefficient  for 
each  parameter  is  provided  (see  Figures  I  and  2).  F'urther.  PRfXTESS  estimates  the  indirect  effect 
coefficient  (B)  for  eaeh  indirect  pathway  between  the  independent  variable  (STS  at  Tl)  and  the 
dependent  variable  (secondary  traumatic  growth  at  T2),  accounting  for  respective  mediators  and 
covariates.  Bootstrapping  method  was  used  to  test  inferences  about  the  significance  of  mediation 
effects  (B  coefficients).  The  bootstrap  approach  is  considered  superior  to  normal  theory-based 
Sobel’s  test  for  the  significance  of  the  mediation  (Hayes,  2012).  Finally,  we  calculated  partially 
standardized  indirect  effect  size  coefficients,  (Preacher  &  Kelley.  2011),  for  each  indirect 
pathway. 

To  test  the  cultivation  and  enabling  hypotheses  as  well  as  the  hypotheses  assuming  simple 
mediating  effects  of  self-efficacy  and  social  support,  we  estimated  B  coefficients  and  confidence 


52 


6 


Journal  of  CSnical  Psychology,  xxxx  2014 


Figure  I.  Model  I .  rererring  to  the  cultn-ation  h)'pothesi&  being  tested  with  the  multiple  mediation  anal>'sia 
Sole.  A  value  befon;  the  slash  is  standardized  regression  coefficient  (i.e..  P)  for  Study  I,  and  value  after 
the  slash  is  p  for  Study  2.  T1  =  Time  I;  T2  =  Time  2;  ST  Stress  =  secondary  traumatic  stress:  ST  Gnnvth 
=  secondary  traumatic  growth.  Additionally,  the  following  effects  were  controlled  in  the  analyses:  (a)  the 
effects  of  Tl  indiiect  exposure  on  Tl  secondary  trauma  self-efficacy  (p  =  —.10.  p  :=  .19  for  Study  I  and  p  = 
.06.  p  =  .27  for  Study  2),  T2  social  support  (P  =  .05.  p  =  .42  for  Study  I  and  p  =  —.05,  p  =  .45  for  Study 
2).  and  T2  sccondaiy  traumatic  growth  (P  =  — ,1 1.  p  ==  .18  for  Study  I  and  P  =  —.06.  p  =  .32  for  Study'  2): 
(b)  the  effects  of  Tl  social  support  on  Tl  sclf-efficac>'  (P  =  .18.  p  =  .03  for  Study'  I  and  P  =  .15,  p  =  .01 
for  Study  2).  T2  social  support  (P  =  .77,  p  <  .001  for  Stui^-  I  and  P  =  .29,  p  <  .001  for  Study  2),  and  T2 
secondary'  traumatic  growth  (P  =  — .1 1,  p  =  .41  for  Study'  I  and  P  =  .01,  p  =  .83  for  Study'  2):(c)  the  effects 
of  Tl  secondary'  traumatic  growth  on  Tl  self-efficacy'  (P  —  28.  p  <  .001  for  Study'  I  and  p  =  .13.  p  —  .02 
for  Study  2).  T2  social  support  (p  =  —.05.  p  =  .44  for  Stu<^'  1  and  P  =  —.07,  p  =  .28  for  Study  2).  and 
T2  secondary  traumatic  growth  (P  =  .51,  p  <  .001  for  Study  I  and  P  =  .58,  p  <  .001  for  Study'  2).  Values 
displayed  only  for  completers. 

••V  <  001.  ••p  <  .01.  V  <  05. 


intervals  for  B%  using  PROCESS.  To  obtain  B  for  a  specific  indirect  pathw^,  all  variables, 
including  the  independent,  mediators,  dependent,  and  covariate  variables,  were  entered  into 
one  equation.  For  the  cultivation  hypothesis  (Model  1),  secondary  trauma  self^fficacy  (Tl) 
and  perceived  social  support  (T2)  were  entered  into  the  equation  in  a  serial  order  to  test  if 
secondary  trauma  self-efficacy  (Tl )  has  a  delayed  effect  on  perceived  social  support  (T2;  see 
Figure  I).  Indirect  exposure  to  trauma  (Tl),  perceived  social  support  (Tl),  and  secondary 
traumatic  growth  (Tl)  were  entered  into  the  equation  as  covariates.  The  cnaUing  hypothesis 
model  (Model  2)  used  the  same  set  of  assumptions  and  variables,  except  the  sequential  order  of 
mediator  variables  was  altered:  perceived  social  support  (Tl )  was  assumed  to  predict  secondary 
trauma  self-efficacy  (T2;  see  Figure  2).  For  the  enabling  hypothesis,  indirect  exposure  to  trauma 
(Tl ),  secondary  trauma  self-efficacy  (Tl ),  and  secondary  traumatic  growth  (Tl )  were  controlled 
for  in  the  equation. 

Missing  data  for  all  variables  were  replaced  using  the  multiple  imputation  method  (Schafer  & 
Graham.  2002;  Streiner.  2002).  In  the  first  step,  data  missing  for  those  who  completed  both  Tl 
and  T2  was  imputed.  Secondary  traumatic  growth  (Tl  and  T2),  STS  (Tl  and  T2).  self-efficacy 
(Tl  and  T2).  social  support  (Tl  and  T2)  and  secondary  trauma  exposure  frequency  (Tl )  were 
included  in  the  regression  method  for  multiple  imputation.  In  total,  0.48%  of  the  values  at  Tl 
and  0.23%  of  the  values  at  T2  were  replaced.  In  the  second  step,  data  missing  for  dropouts 
(55.46%  of  the  T2  values)  were  imputed.  Data  obtained  at  Tl,  including  exposure,  support, 
efficacy,  growth.  STS.  and  sociodemographic  variables  as  well  as  completer/ dropout  status  were 
missing  completely  at  random  (MCAR).  Littles  x^(l6)  =  11.74,  p  —  .76.  AnaKscs  for  T2  also 
confirmed  MCAR  pattern  of  missing  data.  Little’s  x^(6)  =  4.25.  p  =  .64. 

The  analyses  were  conducted  initially  for  completers.  Next,  we  repeated  the  estimation  of  B 
coefficients,  their  confidence  intervals,  and  effect  sizes  using  data  from  completers  and  imputed 
data  of  those  who  dropped  out  at  T2  (i.e..  completers  and  dropouts). 

Results 

Preliminary  analyses.  Table  2  displays  means,  standard  deviations,  and  Pearson's  correla¬ 
tions  of  all  variables  measured  at  Tl  and  T2.  Attrition  analysis  showed  no  significant  differences 
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Fifpare  2.  Model  2,  icfcrring  to  the  enabling  h>'pothesu.  being  tested  with  the  multiple  mediation  anal>-sis. 
Sote.  A  v'alue  before  the  stash  is  standardecd  regression  coefficient  (i.c.  P)  for  Stud>'  I.  and  value  after 
the  slash  is  P  for  Stud>'  2.  Tl  =  Time  1;  T2  =  TirtK  2:  ST  Stress  =  sccondar>'  traumatic  stress:  ST  Grewth 
=  9ccondar>'  traumatic  growth.  Additionalt>'.  the  follwing  effects  were  controlled  in  the  anal>‘scs:  (a)  the 
effects  of  Tl  indirect  exposure  on  Tl  social  support  (P  =  .03,  p  =  .72  for  Study  I  and  ^  =  —.1 1.  p  =  .14 
for  Study  2),  T2  self-cflicacy  (P  =  .01,  p  =  .92  for  Study  I  and  p  =  —.06.  p  =  .31  for  Study  2).  and  T2 
secondary  traumatic  growth  fP  — .10.  p  ^  .23  for  Study  I  and  P  =  —.07,  p  =  .30  for  Study  2):  (b)  the  effects 
oTTI  secondary  trauma  self-efficacy  on  Tl  social  support  (P  =  .23,  p  =  .03  for  Study  1  and  p  =  .27,  p  = 
.01  for  Study  2).  T2  self-efficacy  (P  =  .48.  p  <  .001  for  Study  1  and  P  =  .31,  p  <  .001  for  Study  2).  arid  T2 
secondary  traumatic  growth  (P  =  .04.  p  =  .69  for  Study  1  and  P  =  .04.  p  =  .71  for  Study  2);  (c)  the  effects  of 
Tl  secondary  traumatic  growth  on  Tl  social  support  (P  ==  .09.  p  =  .33  for  Study  I  and  p  =  .08.  p  =  .29  for 
Study  2).  T2  self-efficacy  (P  =  .03,  p  =  .68  for  Study  I  and  P  =  .01,  p  =  .82  for  Study  2).  and  T2  secondary 
traumatic  growth  (P  =  .30.  p  <  .001  for  Study  I  and  p  =  .37,  p  <  .001  for  Stu<^'  2).  Values  displayed  only 
for  completers 

•••p  <  .001.  ‘V  <  01.  *p  <  .03. 


between  completers  and  dropouts  in  terms  of  STS  at  Tl,  /(29I)  =  0.17,  p  =  .87;  secondary 
trauma  self-efficacy  at  Tl,  /(29I)  =  0.29,/j  =  .77;  perceived  social  support  at  Tl,  t(29l)  =  0.08. 
p=  .94;  secondary  traumatic  grow  th  at  Tl,  f(29l)=  1.25,  p  =  .21;  indirect  exposure  to  trauma. 
/(291)  =  0.65,  p  =  .52;  age,  /(287)  =  1.61,  p  =  .1 1;  gender.  x^(l)  =  2.38,  p  =  .12;  relationship 
status,  x^(l)  =  2.82,  p  =  .09;  profession.  x*(3)  =  5.79,  p  =  .12;  and  education.  x^(4)  =  2.48, 
p  =  .65. 

A/ ulliple  mediation  analyses.  To  test  the  four  hypotheses,  two  multiple  mediation  models 
were  analyzed.  Model  I  was  designed  to  verify  Hypothesis  I  (with  self-efficacy  at  Tl  as  a 
mediator).  Hypothesis  2  (with  social  support  at  T2  as  a  mediator),  and  Hypothesis  3  (Le., 
cultivation  process).  In  Model  2,  Hypotheses  1  and  2  were  tested  again  (but  with  mediators 
measured  at  T2  and  Tl,  respectively),  and  Hypothesis  4  (i.e.,  enabling  process)  was  evaluated. 

Model  I 

First,  data  obtained  from  completers  were  analyzed.  The  multiple  mediation  analysis  for  Model 
I  showed  that  Pathway  1,  testing  the  simple  mediation  effect  of  secondary  trauma  self-efficacy  at 
Tl  ( Hypothesis  1 )  and  Pathway  2  testing  the  simple  mediation  role  of  perceived  social  support 
at  T2  (Hypothesis  2),  were  not  significant  (Table  3). 

Second,  analyses  conducted  with  dropout  values  imputed  showed  that  Pathway  I  was  signifi¬ 
cant  fTable  3).  In  particular,  higher  STS  (Tl )  was  related  to  lower  secondaiy  trauma  self-efficacy 
(Tl ),  p  =  —.60.  p=.00l,  and  lower  self-efficacy  (Tl )  predicted  lower  secondary  traumatic  growth 
(T2),  p  =  .1 1,  p  =  .04.  Furthermore.  Pathway  2  was  significant  (Table  3).  Higher  STS  (Tl )  ex¬ 
plained  higher  perceived  social  support  (T2),  p  =  .07,  p  =  .06,  which  in  turn  was  associated  with 
lower  secondary  traumatic  growth  (T2),  p  =  .32,  p  =  .001 . 

Testing  far  the  cultivation  hypothesis.  When  the  completers’  data  were  analyzed.  Path¬ 
way  3  of  Model  I  was  significant,  indicating  that  the  cultivation  hypothesis  was  supported 
(Table  3).  Figure  I  shcM's  standardized  regression  coefficients  for  each  path  in  Model.  After 
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controlling  for  the  elTccts  of  three  covariates  (i.e..  TI  indirect  exposure  to  trauma.  Tl  social 
support,  and  Tl  secondary  traumatic  growth),  high  secondary  traumatic  stress  (Tl )  was  related 
to  lower  secondary  trauma  self-efficacy  (Tl ),  which  in  turn  predicted  lower  social  support  (T2). 
and  then  lower  social  support  (T2)  was  related  to  lower  secondaiy  traumatic  growth  (T2). 

Similar  results,  confirming  the  cultivation  hypothesis,  were  obtained  when  imputed  data  for 
dropouts  were  included  in  the  analysis  (Table  3).  Again.  Pathway  3  of  Model  1  was  significant. 


Model  2 

When  data  obtained  from  the  completers  were  anaty7ed.  the  multiple  mediation  analysis  for 
Model  2  showed  that  Pathway  4  was  significant  (Table  3).  Higher  STS  (Tl)  predicted  lower 
secondary  trauma  self-efficacy  (T2).  and  lower  self-efficacy  (T2)  was  related  to  lower  secondary 
traumatic  growth  (T2;  see  Figure  2).  Pathway  5,  testing  the  mediation  effect  of  social  support 
(Tl ),  was  not  significant  (Table  3)  when  the  analyses  were  conducted  just  for  completers. 

In  the  analysis  accounting  for  data  from  completers  and  imputed  dropouK  Pathway  4  was 
significant  (Table  3).  High  STS  (Tl)  predicted  low  self-efficacy  (T2).  p  =  —  .2l,p  =  .OOl.and  high 
self-efficacy  (T2)  was  related  to  high  secondary  traumatic  growth  (T2).  p  =  .20,  p  =  .01 .  Pathway 
5  was  also  significant  (Table  3).  Higher  STS  (Tl)  was  associated  with  lower  social  support  (Tl ), 
p  =  —.21,  p  =  .001,  which  in  turn  predicted  lower  secondary  traumatic  growth  (T2),  p  =  .1 1, 
p  =  .03. 

Testing  for  the  enabling  hypothesis.  When  data  obtained  from  the  completers  were 
analyzed.  I^thw  ay  6.  representing  the  enabling  hypothesis,  was  not  significant  (Table  3).  Figure  2 
shows  standardized  regression  coefficients  for  each  path.  The  indirect  effect  testing  enabling 
hypothesis  was  not  significant  when  dropouts'  imputed  data  were  included  in  the  analysis 
(Table  3).  In  sum.  the  enabling  hypothesis  was  not  supported. 


Discussion 

Results  of  Study  1  provided  support  for  the  cultivation  Iwpothesis  stating  that  secondary  trauma 
self-efficacy  facilitates  perccK  ed  social  support.  These  two  variables  constitute  a  specific  order 
of  chained  mediators  in  the  relationship  between  secondary  traumatic  stress  and  secondary 
traumatic  growth.  The  enabling  hypothesis  was  not  supported.  Further,  analyses  conducted 
for  completers  and  analyses  including  imputed  dropout  values  yielded  similar  results:  The 
cultivation  hypothesis  should  be  accepted,  whereas  the  enabling  hypothesis  should  be  rejected. 
Inconsistency  of  the  results  referring  to  the  mediating  function  of  self-efficacy  (Hypothesis  I) 
and  social  support  (Hypothesis  2)  requires  further  investigation.  In  general,  analyses  provide 
tentative  support  for  simple  mediating  effects  of  self-efficacy  beliefs.  The  indirect  effects  of  self- 
efficacy,  obtained  in  simple  mediation  analysis,  were  larger  than  the  indirect  effects  observed  for 
social  support.  The  findings  of  Study  I  should  be  replicated  on  a  different  sample  to  confirm 
that  the  findings  are  not  specific  for  behavioral  and  mental  healthcare  providers  working  with 
traumatized  military  populations. 


Study  2 

To  rectify  the  limitation  of  Study  I  related  to  a  circumscribed  client  population,  all  hypotheses 
were  tested  again  in  a  longitudinal  stuc^  among  professionals  providing  services  to  traumatized 
civilian  populations.  Additionally,  these  professionals  were  working  within  a  different  cultural 
context,  in  Poland.  Thus.  Study  2  was  also  designed  to  provide  cross-cultural  and  clinical 
population  validation  of  the  initial  findings. 

Method 

Participants.  Healthcare  and  social  workers  providing  services  for  civilian  survivors  of 
traumatic  events  were  enrolled  in  the  study.  Inclusion  criteria  were  (a)  working  at  least  one  year 
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as  a  social  worker  or  healthcare  provider  (e.g..  pl^sidan.  nurse;  or  paramedic);  (b)  prodding 
services  for  a  cidlian  population  suffering  from  trauma;  and  (c)  being  indirectly  exposed  to 
trauma  through  interaction  with  clients.  A  total  of  298  respondents  (69  males.  23.2%)  who  met 
these  criteria  completed  the  online  survey  at  T 1 .  See  Table  I  for  sample  demographic  information. 
Participants  were  indirectly  exposed  to  diirerent  types  of  traumatic  events  at  work,  including 
life-threatening  illness  or  injury  (89.3%),  physical  assault  (87.6%),  sudden  unexpected  death  of 
someone  close  (82.6%),  transportation  accidents  (73.5%),  sexual  assault  (52.7%),  and  natural 
disasters  (30.2%).  Only  9.4%  of  participants  were  indirectly  exposed  to  military-related  trauma. 
Additionally.  77.9%  of  participants  reported  a  lifetime  direct  exposure  to  a  traumatic  es'ent.  Of 
those  who  completed  the  T1  assessment.  189  participants  (36  males.  19%)  took  part  in  the  T2 
measurement. 

Measures.  Respondents  completed  the  same  set  of  measures  as  in  Study  1 .  These  included 
(a)  the  Secondary  Traumatic  Stress  Scale  (as  =  .91  for  Tl  and  .93  for  T2):  (b)  the  Secondary 
Trauma  Self-Efficacy  Scale  (as  =  .89  for  Tl  and  .88  for  T2);  (c)  the  Multidimensional  Scale 
of  Perceived  Social  Support  (o  =  .96  for  both  Tl  and  T2);  and  (d)  a  modified  version  of  the 
Posttraumatic  Growth  Inventory-Short  Form  (as  =  .92  for  Time  1  and  .91  for  Time  2).  As  in 
Study  I,  only  total  scores  were  used  for  the  questionnaires,  and  the  indirect  exposure  to  trauma 
was  measured  with  one  item  (frequency  of  exposure)  in  the  Secondary  Trauma  Exposure  Scale 
Instructions  for  all  instruments  were  modified  so  that  participants  were  asked  to  respond  to 
the  items  in  the  context  of  work-related  indirect  exposure  to  trauma.  The  Polish  versions  of 
measures  were  prepared  using  the  back-translation  procedure. 

Procedure.  The  study  was  approved  by  the  IRB  at  the  appropriate  institution  in  Poland. 
Data  were  collected  with  a  web-based  survey.  Participants  were  recruited  through  professional 
and  online  social  networks  dedicated  to  specialists  working  with  traumateed  clients.  Those  who 
volunteered  were  informed  about  the  study  aims,  provided  informed  consent,  and  filled  out 
the  online  questionnaires.  If  participants  agreed  to  take  part  in  the  T2  survey,  they  received  an 
e-mail  invitation.  The  mean  time  that  elapsed  between  the  Tl  and  T2  was  162.04  davs  (SD  = 
39.72). 


Analytical  procedures.  Missing  data  were  replaced  using  the  multiple  imputation  method 
with  the  same  procedures  as  in  Study  I  (Schafer  &  Graham.  2002;  Streiner.  2002).  As  in  StucK 
1,  the  data  were  missing  completely  at  random  at  Tl,  Little's  x^(12)  =  14.73,  p  =  .26.  and  at 
T2.  Little’s  x^(9)  =  13.88.  p  =  .13.  For  completers-only  analyses.  1.17%  of  the  Tl  values  were 
replaced  and  0.40%  of  the  T2  values  were  replaced.  When  data  for  completers  and  dropouts 
were  analy7ed.  36.3%  of  the  T2  values  were  replaced.  A  series  of  two  multiple  mediation  analyses 
were  performed  using  the  sanK  procedure  and  software  as  in  Study  1 . 


Results 

Preliminary  analyses.  Table  2  displays  the  means,  standard  deviations,  and  correlations 
for  the  study  variables.  Attrition  analysis  showed  no  significant  differences  between  completers 
and  dropouts  at  Tl  in  terms  of  STS.  f(296)  =  0.61,  p  =  .54.  secondary  trauma  self-efficacy,  /(296) 
=  0.57,  p  =  .57,  perceived  social  support,  /(2%)  =  0.63,  p  =  .53,  secondary  traumatic  growth, 
/(2%)  =  0.86.  p  =  .39,  indirect  trauma  exposure.  t(296)  =  1 .88,  p  =  .06,  age.  r(269)  =  0.76,  p  = 
.45,  intimate  relationship  status,  x^(l)  =  3.61, p  =  .06.  profession.  x^(2)  =  1.77,  p=  .41,  and 
education.  x’(3)  =  5.60.  p  =  .13.  Howes'er.  compared  to  dropouts,  completers  were  more  often 
women  than  men.  X^(l )  =  4.57,  p  =  .03. 

Across  the  study  variables'  mean  levels  obtained  by  participants  in  Studies  1  and  2  were 
compared  (see  Table  2).  In  Study  1,  respondents  reported  significantly  higher  frequency  of 
indirect  exposure  to  trauma,  higher  levels  of  social  support  (Tl  and  T2)  and  secondary  trauma 
self-efficacy  (Tl  and  T2).  significantly  lower  secondary  traumatic  growth  (Tl  and  T2),  and  lower 
STS  (Tl  and  T2)  compared  to  professionals  enrolled  in  Study  2. 
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Multiple  mediation  analyses.  The  cultivation  and  enabling  hypotheses  as  well  as  simple 
mediation  hypotheses  were  tested  with  the  same  two  multiple  mediation  models  as  in  Study  I . 


Model  I 

First,  data  obtained  from  the  completers  were  analyzed.  Pathway  7,  testing  the  simple  mediation 
effect  of  T1  secondary  trauma  self-efficacy  (Hypothesis  I),  was  not  significant  (Table  3).  In 
contrast,  the  simple  meditation  effect  of  perceived  social  support  (T2)  was  found  to  be  significant 
in  the  relationship  between  STS  at  TI  and  secondary  traumatic  growth  at  T2  (Hypothesis  2;  sec 
Table  3,  Pathway  8).  After  accounting  for  the  effects  of  three  Tl  covariates.  STS  (Tl )  predicted 
increased  perceived  social  support  (T2)  2,  which  in  turn  was  associated  with  increased  levels  of 
secondary  traumatic  growth  (T2;  see  Figure  I ).  Next,  analyses  were  repeated  with  data  obtained 
from  completers  and  dropouts  (affer  applying  multiple  imputation  procedures).  A  similar  pattern 
of  results  emerged  (Table  3). 

Testing  for  the  cultivation  hypothesis.  When  completers’  data  were  analyzed,  results  of 
the  multiple  mediation  analysis  provided  support  for  Hypothesis  3.  Please  refer  to  the  confidence 
intervals  for  Pathway  9  in  Table  3.  A  fter  partialling  out  the  effects  of  the  three  covariates.  Tl  STS 
was  related  to  lower  self-efficacy  (Tl ),  and  then  lower  self-efficacy  (Tl )  contributed  to  the  lower 
level  of  social  support  (T2),  which  in  turn  was  related  to  lower  levels  of  secondary  traumatic 
growth  (T2;  see  Figure  2).  Similar  results,  confirming  the  cultivation  hypothesis,  were  obtained 
when  imputed  data  for  dropouts  were  included  in  the  analysis  (Table  3). 


Model  2 

Results  of  the  simple  mediation  analysis  (condueted  for  completers)  indicated  that  neither 
secondary  trauma  self-efficacy  (T2)  nor  perceived  social  support  (Tl )  mediated  the  relationship 
between  STS  at  Tl  and  secondary  traumatic  growth  at  T2  (see  Table  3,  Pathways  10  and 
1 1 ).  Similar  results  were  obtained  when  imputed  dropouts’  data  were  included  in  the  analysis 
(Table  3).  Thus,  Hypotheses  I  and  2  were  not  supported. 

Testing  for  enabling  the  hypothesis.  The  analyses  conducted  for  completers  showed  that 
Pathway  12,  testing  the  enabling  process  (Hypothesis  4).  was  not  significant  (see  Table  3).  When 
imputed  data  for  dropouts  were  included  in  the  analysis,  simitar  results  for  Pathway  12  were 
obtained  (Table  3).  The  enabling  hypothesis  was  not  supported. 


Discussion 

In  line  with  findings  obtained  in  Study  I,  results  of  Study  2  supported  the  eultivation  hypoth¬ 
esis  but  not  the  enabling  hypothesis.  Further,  analyses  conducted  for  completers  and  analyses 
accounting  for  dropouts’  imputed  data  yielded  consistent  results.  There  was  no  support  for 
the  hypothesis  assuming  simple  mediating  effect  of  self-efficacy,  whereas  the  simple  mediating 
effects  of  social  support  were  found  only  if  support  was  measured  at  T2  (at  the  same  time  when 
secondary  traumatic  growth  was  assessed). 

General  Discussion 

This  two-study  investigation  examined  the  indirect  effects  of  STS  on  secondary  traumatic  growth 
via  perceived  social  support  and  secondary  trauma  self-efficacy.  These  two  mediators  were 
assumed  to  operate  either  independently  (Hypotheses  1  and  2)  or  sequentially,  that  is.  with 
secondary  trauma  self-efficacy  cultivating  social  support  (Hypothesis  3).  and/or  soeial  sup¬ 
port  enabling  self-efficacy  beliefs  (Hypothesis  4).  Taking  into  account  the  findings  in  both 
longitudinal  studies,  general  support  was  obtained  for  the  cultivation  hypothesis  in  the  contact 
of  the  relationship  between  secondary  traumatic  stress  and  secondary  traumatic  growth. 
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The  partial  corroboration  of  Hypothesis  1  was  found  in  Study  1  when  self-efficacy  was 
measured  at  T2  (Pathway  4);  Hypothesis  2  was  confirmed  in  Study  2  when  social  support  was 
assessed  at  T2  (Pathway  8).  These  results,  obtained  for  a  group  of  completers,  may  suggest 
that  self-efficacy  and  social  support  are  more  likely  to  mediate  the  STS  secondary  traumatic 
growth  relationship  if  these  mediators  are  measured  more  closely  to  the  time  when  a  dependent 
variable  is  assessed.  This  observation  needs  further  investigation  boeause  it  may  shed  light  on 
contradietory  results  of  the  eross- sectional  studies  testing  the  mediating  eflTects  of  social  support 
or  self-efficacy  (e.g.,  Lincoln,  Chatters,  &  T^lor.  2(X)5;  Pietizak  et  al.,  2010). 

Another  matter  requiring  further  attention  is  an  explanation  why  we  have  found  partial  col¬ 
laboration  for  Hypothesis  I  in  Study  I  (i.e.,  for  a  simple  mediating  effect  of  self-efficacy)  and 
for  Hypothesis  2  in  Study  2  (i.e.,  for  a  simple  mediating  effect  of  social  support).  The  two 
primary  differences  between  the  two  studies  were  the  type  of  indirect  exposure  (military  versus 
nonmilitary  trauma)  and  the  country  where  study  was  conducted  (U.S.  vs,  Poland).  Although 
we  do  not  know  if  either  of  these  factors  may  be  responsible  for  the  inconsistent  results  in  our 
studies,  there  is  empirical  evidence  that  direct  exposure  to  battlefield  trauma  may  lead  to  differ¬ 
ent  outcomes  than  other  types  of  traumatie  exposure,  such  as  civilian  terrorism,  work,  or  traffic 
accidents  (Amir.  Kaplan.  &  Kotler.  1996).  There  is  also  evidence  from  studies  on  direct  exposure 
to  trauma  that  PTSD  affects  self-related  cognitions,  such  as  self-efficacy,  more  in  individualistic 
cultures  (typically  Western  countries)  than  in  collectivistic  cultures  (typically  Eastern  countries: 
Jobson  &  O'Keamey,  2008).  Moreover,  collectivism  may  function  through  social  support  reduc¬ 
ing  negative  consequences  of  trauma  ( Moscardino.  Scimin.  Capello.  &  Altoe.  2010).  The  type  of 
indirect  exposure  and  cultural  values,  such  as  individualism-collectivism,  need  to  be  investigated 
further  as  possible  factors  facilitating  or  hindering  the  effects  of  self-efficacy  and  social  support. 

Both  studies  show  robust  evidence  supporting  the  cultivation  hypothesis  In  the  context  of  the 
relationship  between  secondary  traumatic  stress  and  secondary  traumatic  growth,  self-efficacy 
facilitated  perceived  social  support  when  both  mediating  factors  were  contextualized  in  trauma- 
related  work  settings  Prior  to  our  study,  the  cultivation  hypothesis  has  not  been  tested  in 
the  context  of  seeondary  traumatization,  and  it  has  not  been  eonsistently  confirmed  in  other 
research  contexts  (ef  Schwarzer  &  KnolL  2007).  An  explanation  for  the  supportive  findings 
with  the  cultivation  hypothesis  is  that  the  mediating  factors  measured  were  matched  to  the  type 
of  stressful  event  (i.e.,  indirect  exposure)  and  the  type  of  outcome  (i.e.,  secondary  traumatic 
growth;  Kaniasty  &  Norris  1992). 

The  findings  regarding  the  cultivation  hypothesis  may  have  implications  for  SCT  (Bandura. 
1997).  Social  cognitive  theory  proposes  that  self-efficacy  is  a  key  factor  facilitating  adaptation 
in  challenging  situations.  Our  results  suggest  that  enhancing  self-efficacy  helps  a  long-term 
adaptational  process  by  facilitating  social  support.  In  contrast,  enhancing  social  support  without 
regard  for  perceptions  of  self-efficacy  may  have  limited  long-term  effect  on  positive  outcomes 
(eg.,  perceptions  of  growth).  These  results  indicate  that  the  interplay  between  trauma-related 
consequences  and  emdronmental  and  indiv'idual  factors  may  be  time-sensitwe  Other  studies 
showed  that  social  support  may  not  affect  distress  one  week  after  a  traumatic  event:  however, 
it  may  reduce  distress  several  weeks  later  (Cook  &  Bickman.  1990).  Moreover,  changes  in  self- 
efficacy  a  couple  of  weeks  after  trauma  have  shown  to  be  predictive  of  subsequent  distress  3 
months  later  ( Benight.  Cieslak.  Molton.  &  Johnson.  2008).  Future  studies  need  to  consider  the 
time  sensitive  nature  of  adaptation  processes  following  indirect  exposure  to  trauma. 

The  support  for  of  the  cultivation  hypothesis  obtained  in  both  studies  may  have  some  practical 
implications  for  healthcare  workers  offering  services  for  traumatized  populations.  As  there  are 
no  doubts  that  offering  these  kinds  of  services  leads  to  a  higher  risk  of  secondary  traumatic 
stress  (Bride  et  al..  2004).  it  is  important  to  know  what  psychological  processes  may  be  im'olved 
in  translating  this  negative  outcome  into  a  positive  one  (eg.,  secondary  traumatic  growth). 
Healthcare  workers  who  are  at  risk  for  indirect  trauma  exposure  should  be  offered  education 
about  the  importance  of  enhancing  specific  self-efficacy  perceptions  and  about  the  role  of  efficacy 
beliefs  in  fostering  secondary  traumatic  growth.  However,  education  alone  is  rarely  enough  to 
promote  self-efficacy  (Bandura.  1997).  Opportunities  for  skill  attainment  in  the  management  of 
STS  reactions  combined  with  education  will  likely  yield  more  empowerment  and  thus  reduce 
the  risk  of  a  negative  resource  loss  spiral  (Hobfoll  &  Lilly.  1993). 
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Our  research  has  some  limitations.  Although  both  of  our  studies  were  longitudinal,  there 
were  only  two  measurement  points,  whereas  a  four-wave  investigation  would  be  optimal  to  test 
a  sequential  multiple  mediation  model  with  two  mediators.  Regarding  a  methodological  limita¬ 
tion  related  to  a  longitudinal  design,  the  research  procedures  did  not  allow  us  to  explain  reasons 
for  dropouts  at  T2.  Furthermore,  structural  equation  modeling  could  be  used  for  testing  the 
mediational  hypotheses  and  comparing  the  goodness  of  lit  for  Models  I  and  2.  Unfortunately, 
that  would  require  a  bigger  sample  size,  which  was  difficult  to  achieve  considering  the  speci¬ 
ficity  of  bis'estigated  groups.  Statistical  procedures  employed  in  this  article  allowed  for  a  robust 
estimation  of  indirect  efTects  with  the  optimal  ratio  between  a  sample  size  and  the  number  of 
analyzed  parameters.  Although  our  assumption  was  that  secondary  traumatic  growth  is  a  pos¬ 
itive  outcome  and  reflects  processes  of  adaptation  after  indirect  exposure  to  trauma,  there  are 
studies  indicating  that  posttraumatk  grewth  may  be  dysfunctional  (Luszczynska  et  al..  2012). 
Future  investigation  of  this  issue  in  the  context  of  secondary  traumatic  growth  is  required. 

Finally,  recent  research  has  highlighted  the  interplay  among  self-referent  thoughts,  the  pres¬ 
ence  and  absence  of  positive  and  negative  social  support,  and  secondary  traumatic  growth 
( McCormack.  Haggcr.  &  Joseph.  201 1 ).  Future  investigation  needs  to  account  for  presence  (and 
absence)  of  both  positive  and  negative  support  in  the  relationship  between  self-efficacy  and 
secondary  traumatic  growth. 

Summarizing,  this  is  the  first  longitudinal  two-study  irrvestigation  of  how  social  support  and 
self-efficacy  operate  as  mediators  between  secondary  traumatic  stress  and  secondary  traumatic 
grewth.  Both  studies  consistently  supported  the  cultivation  hypothesis,  indicating  that  self- 
efficacy  being  affected  by  secondary  traumatic  stress  facilitates  social  support  and  this  indirect 
pathway  contributes  to  development  of  secondary  traumatic  grovs-th. 
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Aims  of  the  Study 


Two  negative  consequences  of  work-related  indirect  exposure  to  trauma; 

1.  Secondary  traumatic  stress  (STS); 

2.  Job  burnout  (JB). 

Are  these  consequences  correlated? 

Yes,  but  they  should  be  only  moderately  related  (between  .30  and  .70)  as  their  theoretical 
frameworks  each  have  a  different  emphasis. 

Differences  in  defining  and  measuring  job  burnout  and  secondary  traumatic  stress  may  be 
crucial  for  testing  the  relationship  between  these  two  consequences  of  secondary  exposure 
to  trauma. 

Understanding  possible  moderators  such  as  culture  and  gender  may  offer  important 
insights. 


_ «SWPS 

www.swps.pl 


68 


STS:  Definitions 


Secondary  traumatic  stress  (also  called  secondary  posttraumatic  stress;  secondary  PTSD)  is 
usually  conceptualized  as  reactions  resembling  PTSD,  and  thus  includes  symptoms  that  are 
parallel  to  those  observed  in  people  directly  exposed  to  trauma  (Bride  et  al.,  2004) 

-  Secondary  Traumatic  Stress  Scale  (STSS;  Bride  et  al.,  2004),  17  items  to  measure  three 
clusters  of  symptoms:  intrusive  re-experiencing  of  the  traumatic  material,  avoidance  of 
trauma  triggers  and  emotions,  and  increased  physical  arousal  (Bride  et  al.,  2004)  (see 
criteria  B,  C,  and  D  for  PTSD). 

Vicarious  trauma  focuses  on  cognitive  effects  of  indirect  exposure.  A  negative  shift  in 
worldview  occurs  as  a  result  of  an  empathetic  engagement  with  clients'  or  patients' 
traumatic  material  (Pearlman,  1996). 

-  Traumatic  Stress  Institute  Belief  Scale,  Revision  L  (TSI-BSL;  Pearlman,  1996)  measures 
vicarious  trauma  and  accounts  for  cognitive  disruptions  in  the  five  schema  areas:  safety, 
trust,  esteem,  intimacy,  and  control. 

Compassion  fatigue  is  defined  as  a  reduced  empathic  capacity  or  client  interest  manifested 
through  behavioral  and  emotional  reactions  from  exposure  to  traumatizing  experiences  of 
others  (Adams,  et  al.,  2006). 

-  Professional  Quality  of  Life  (ProQOL;  Stamm,  2010). 

_ aswps 
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ProQOL 

Professional  Quality  of  Life 


Source:  www.proqol.org  JtSWPS 
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PROFESSIONAL  QUALITY  OF  LIFE  SCALE  (PROQOL) 


COMPASSION  SATISFACTION  AND  COMPASSION  FATIGUE 
(PROQOL)  VERSION  5  (2009) 

When  you  fhe(pj  people  you  have  direct  contact  with  their  lives.  As  you  may  have  found,  your  compassion  for  chose  you 
[Mp}  can  aff^  you  In  positive  and  negative  ways.  Below  are  some-questions  about  your  experiences,  both  positive  and 
negative,  as  a  [helper].  Consider  each  of  the  foUowing  questions  about  you  and  your  current  work  situation.  Select  the 
number  that  honestly  reflects  how  frequently  you  experienced  these  things  In  the  tost  30  days. 

l=Never  2=Rarely  3=Somedmes  dsOften  SsVery  Often 

I.  lam  happy. 

_  2.  I  am  preoccupied  with  more  than  one  person  I  ffiefpj. 

_  3.  I  get  satisfaction  from  being  able  to  [help]  people. 

4.  I  feel  connected  to  others. 

_  5.  I  jump  or  am  sortled  by  unexpected  sounds. 

_  6.  I  feel  invigorated  after  working  with  those  I  piefpj. 

_  7.  I  find  it  difficult  to  separate  my  personal  life  from  my  life  as  a  [helper]. 

_  8.  I  am  not  as  productive  at  work  because  I  am  losing  sleep  over  traumatic  experiences  of  a  person  I 

fhe/p^. 

_ 9.  I  think  that  I  might  have  been  affected  by  the  traumatic  stress  of  those  I  fhe/pj. 

_  10.  I  feel  trapped  by  my  job  as  a /helperj. 

_  1 1 .  Because  of  my  pie/pmgj.  I  have  felt  "on  edge"  about  various  diings. 

_  12.  I  like  my  work  as  a  fhe/perj. 

1 3.  I  feel  depressed  because  of  the  traumatic  experiences  of  the  people  I  [help]. 

_  14.  I  feel  as  though  I  am  experiencing  the  trauma  of  someone  I  have  jhefpedj. 

_  15.  I  have  beliefs  that  sustain  me. 

16.  I  am  pleased  with  how  I  am  able  to  keep  up  with  fheipingj  techniques  and  protocols. 

_  17.  lam  the  person  I  always  wanted  to  be. 

_  18.  My  work  makes  me  feel  satisfied. 

19.  I  feel  worn  out  because  of  my  work  as  a  [helper]. 

_  20.  I  have  happy  thoughts  and  feelings  about  those  I  [help]  and  how  I  could  help  them. 

_  21.  I  feel  overwhelmed  because  my  case  [work]  load  seems  endless. 

22.  I  believe  I  can  make  a  difference  through  my  work. 

_  23.  I  avoid  certain  activities  or  situations  because  they  remind  me  of  frightening  experiences  of  the 

people  I  [help]. 

24.  I  am  proud  of  what  I  can  do  to  [help]. 

_  25.  As  a  result  of  my  fhe^ing|.  I  have  Intrusive,  frightening  thoughts. 

26.  I  feel  "bogged  down*  by  the  system. 

_  27.  I  have  thoughts  that  I  am  a  "success"  as  a  [helper]. 

_  28.  I  can’t  recall  important  parts  of  my  work  with  trauma  victims. 

29.  I  am  a  very  caring  person. 

_  30.  I  am  happy  that  I  chose  to  do  this  work. 


Ofi.  HudnoH  Stamm,  2009-2012.  Professional  Quofiq'  of  Life:  Compassiori  Sotsfoctbn  and  fatigue  Verson  5  (ProQOtf.  wwwpratfol.oi^.  Ths  (eR 
may  be  freely  copied  as  tong  os  (a)  author  Is  credaed.  (b)  no  changes  ore  mode,  and  (ejkanot  sold.  These  interested  in  using  die  test  should  mit 
wwwproqoLorg  to  ven^  diot  the  copy  they  are  using  Is  the  most  oinent  veslon  of  the  test. 
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YOUR  SCORES  ON  THE  PROQOL:  PROFESSIONAL  QUALITY  OF  LIFE  SCREENING 


WHAT  IS  MY  SCORE  AND  WHAT  DOES  IT  MEAN? 


Based  on  your  responses,  place  your  personal  scores  below.  K  you  have  any  concerns,  you  should  discuss  tl 
physical  or  menial  health  care  profMSional. 


In  dsis  section,  you  will  score  your  test  so  you  understand  the  interpretation  (or  you.  To  find  your  score  on  each  section 
total  Che  questions  listed  on  the  left  and  then  find  your  score  in  the  table  on  the  right  of  the  section. 

Compassion  Satisfaction  Scale 


Compassion  Satisfaction _ 

Compassion  satisbction  is  about  the  pleasure  you  derive  from  being  able  to  do  your  work  well.  For  example,  you  may  feel 
like  It  is  a  pleasure  to  help  others  through  your  work.  You  may  feel  positively  about  your  colleagues  or  your  ability  to 
contribute  to  the  work  setting  or  even  the  greater  good  of  society.  Higher  scores  on  this  scale  represent  a  greater 
satisfaction  related  to  your  ability  to  be  an  effective  caregiver  in  your  job. 

The  average  score  is  50  (SD  1 0;  alpha  scale  reliability  .68).  About  25%  of  people  score  higher  than  57  and  about  25%  of 
people  score  below  43.  If  you  are  in  the  higher  range,  you  probably  derive  a  good  deal  of  professlortal  satisfaction  from 
your  position.  If  your  scores  are  betowHO,  you  may  either  find  problems  with  your  job,  or  there  may  be  some  other 
reason — for  example,  you  might  derive  your  satisfKDon  from  anivities  other  than  your  job. 


Bumout_ 


Most  people  have  an  intuitive  Idea  of  what  burnout  is.  From  the  research  perspective,  burnout  is  one  of  the  elements  of 
Compassion  Fatigue  (CF).  It  is  associated  with  feelings  of  hopelessness  and  difficulties  In  dealing  with  work  or  In  doing  your 
job  effectively.  These  negative  feelings  usually  have  a  gradual  ortset.  They  can  reffect  the  feeling  that  your  efforts  make  no 
difference,  or  they  can  be  associated  with  a  very  high  workload  or  a  non-supponive  work  environment.  Higher  scores  on 
this  scale  mean  that  you  are  at  higher  risk  for  burnout. 

The  average  score  on  the  burnout  scale  is  SO  (SO  1 0;  alpha  scale  reliability  .75).  About  25%  of  people  score  above  57  and 
about  25%  of  people  score  below  43.  If  your  score  is  below  43.  this  prdtably  reflects  positive  feelings  about  your  ability  to 
be  effective  in  your  work.  H  you  score  above  57  you  may  wish  to  think  about  what  at  work  makes  you  feel  like  you  are  not 
effective  in  your  position.  Your  score  may  reflect  your  mood;  perhaps  you  were  having  a  "bad  day"  or  are  In  need  of  soime 
time  off.  If  die  hl^  score  persists  or  if  It  is  reflective  of  other  worries,  ri  may  be  a  cause  for  concern. 


Secondary  Traumatic  Stress _ 

The  second  coirponent  of  Compassion  Fatigue  (CF)  Is  secondary  traumatic  stress  (STS).  It  is  about  your  work  related, 
secondary  exposure  to  extremely  or  craumatically  stressful  events.  Developing  problems  due  to  exposure  to  other’s 
trauma  Is  somewhat  rare  but  does  happen  to  many  people  who  care  for  those  who  have  experienced  extremely  or 
traumatically  stressful  events.  For  example,  you  may  repeatedly  hear  stories  about  the  traumatic  things  that  happen  to 
other  people,  commonly  called  Vicarious  Traumatization.  If  your  work  puts  you  directiy  in  the  path  of  danger,  for  example, 
field  work  in  a  war  or  area  of  civil  violence,  this  is  not  secondary  exposure:  your  exposure  a  primary.  However,  if  you  are 
exposed  to  others'  traumatic  events  as  a  result  of  your  work,  for  example,  as  a  therapist  or  an  emergency  worker,  this  is 
secondary  exposure.  The  symptoms  of  STS  are  usually  rapid  in  onset  and  associated  with  a  pardcuhr  event  They  may 
include  being  afraid,  having  difficuky  sleeping,  having  images  of  the  upsetting  event  pop  into  your  mind,  or  avoiding  things 
that  remind  you  of  the  event. 

The  average  score  on  this  scale  is  50  (SD  10;  alpha  scale  reliability  .81).  About  25%  of  people  score  below  43  and  about 
25%  of  people  score  above  57.  If  your  score  is  above  57.  you  may  want  to  take  some  time  to  think  about  what  at  work  may 
be  frightening  to  you  or  if  there  is  some  other  reason  for  the  elevated  score.  While  higher  scores  do  not  mean  that  you  do 
have  a  problem,  they  are  an  Indication  that  you  may  want  to  examine  how  you  feel  about  your  work  and  your  work 
environment.  You  may  wish  to  discuss  this  with  your  supervisor,  a  colleague,  or  a  health  care  professional. 


Copy  your  rating  on  each  of  these 
questions  on  to  this  table  and  add 
them  up.  When  you  have  added  then 
up  you  can  find  your  score  on  the 
table  CO  the  rigjtc. 


BumouC  Scale 


The  sum 
of  my 

Compassion 
Satisfaction 
queftioni  is 

So  My 
Score 
Equals 

And  my 
Compassion 
Satisfaction 
level  is 

22  or  less 

43  or  less 

Low 

23  and  41 

Around  50 

A.,r.g, 

«orm»r. 

57  or  more 

High 

On  the  burnout  Kale  you  will  need  to 
take  an  extra  step.  Starred  items  are 
"reverse  scored.'  If  you  Kored  the 
Item  1,  write  a  S  beside  it  The  reason 
we  ask  you  to  reverse  the  Kores  Is 
because  scientifically  the  measure 
works  better  when  these  quesiKXis 
are  asked  In  a  positive  way  though 
they  can  tell  us  more  about  their 
negative  form.  For  example,  question 


1.  'I  am  happy’  tells  ui 


You 

Wrote 

Change 

$ 

2 

4 

i 

J 

4 

— 5 - 

S 

1 

I  about 
the  effects 
of  helping 
when  you 

happy  so 
you  reverse 


The  sum  of 
my  Burrwut 
Questions  Is 

So  my 
score 
equals 

And  my 
Burnout 

level  is 

22  or  less 

43  or  less 

Low 

Between  23 
and  41 

Around  50 

Average 

42  or  more 

57  or  more 

High 

Secondary  Traumatic  Stress  Scale 


just  like  you  did  on  Compassion 
Satisfaction,  copy  your  rating  on  each  of 
these  quesOorts  on  to  this  oble  and  add 
them  up.  When  you  have  added  then  up 
you  can  And  your  score  on  the  cable  to 
the  rl^c. 


The  sum  of 
my 

Secortdary 
Trauma 
questiofM  is 

SoHy 

Score 

Equals 

And  my 
Secondai"y 
Traumatic 
Stress  level 
is 

22  or  less 

43  or  less 

Low 

Between  23 
and  41 

Around  50 

Average 

42  or  more 

57  or  more 

High 

CB.  Hudnotiumm.  2009-2012.  Pro^swncif  QuOlltf  of  lift:  Cdmposston  SaiefocDon  snd  Fdogue  Venion  5  fFroQOl).  www.preqof.org.  This  test 
moy  be  freely  copied  ■»  long  as  (e>  ouihor  is  credited  (b)  no  changes  ore  mode,  and  (c)  4  n  not  loW.  Those  interesied  in  us«g  the  test  shouM  diii 
wwwproqoforg  to  nenfy  ihot  the  copy  they  ore  using  is  tfw  most  current  version  of  the  test  2 
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Job  Burnout  within  Compassion  Fatigue  Framework 


Job  burnout  within  compassion  fatigue  framework  is  described  as  being  "associated  with 
feelings  of  hopelessness  and  difficulties  in  dealing  with  work  or  in  doing  your  job 
effectively"  (Stamm,  2010,  p.  13). 


Job  burnout  definition  included  in  compassion  fatigue  framework  differs  from  the  more 
common  approaches  that  focus  more  on  exhaustion  (e.g.  Demerouti  et  al.,  2003;  Maslach  et 
al.,  2001). 
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Job  Burnout:  Three-Component  Definition 


Job  burnout  may  be  defined  as  "a  prolonged  response  to  chronic  emotional  and 
interpersonal  stressors  on  the  job,  and  is  defined  by  three  dimensions:  exhaustion, 
cynicism,  and  inefficacy"  (Maslach  et  al.,  2001,  p.  397). 

-  The  Maslach  Burnout  Inventory  -  General  Survey  (MBI-GS;  Maslach  et  al.,  2001). 

-  The  MBTHuman  Services  Survey  -  in  occupations  requiring  contact  with  patients 

-  the  MBI-Educators  Survey  -  for  professionals  working  with  students  or  pupils 


Two  out  of  three  job  burnout  components  are  named  differently  in  MBI-GS  than  in  other 
MBI  versions 

Cynicism  =  Depersonalization 

Inefficacy  =  Reduced  personal  accomplishment 
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The  Exhaustion-Focused  Conceptualizations  of  Job  Burnout 


1.  "Personal  burnout  is  the  degree  of  physical  and  psychological  fatigue  and  exhaustion 
experienced  by  the  person"  (Kristensen,  Borritz,  Villadsen,  &  Christensen,  2005,  p.  197) 
and  should  be  measured  in  a  domain-specific  contexts. 

-  The  Copenhagen  Burnout  Inventory  (CBI):  personal,  work-related,  and  client-oriented 
burnout. 

2.  "Burnout  is  a  state  of  physical,  emotional,  and  mental  exhaustion"  (cf.  Malach-Pines, 
2005,  p.  78). 

-  The  Burnout  Measure  (BM):  the  21-item  and  10-item  versions. 

3.  Job  burnout  "as  relating  to  individuals'  feelings  of  physical,  emotional,  and  cognitive 
exhaustion,  thus  focusing  on  continuous  depletion  of  the  individuals'  energetic  coping 
resources  resulting  from  their  chronic  exposure  to  occupational  stress"  Shirom  & 
Melamed  ,  2006,  p.  179). 

-  The  Shirom-Melamed  Burnout  Measure  (SMBM):  depletion  in  three  areas  (physical 
strength,  emotional  energy,  and  cognitive  liveliness),  12  items. 


_ «SWPS 

www.swps.pl 


75 


A  Two-Dimensional  Job  Burnout  Framework 


A  two-dimensional  job  burnout  framework  focuses  on  exhaustion  and  disengagement 
from  work,  defined  as  "distancing  oneself  from  one's  work  and  experiencing  negative 
attitude  toward  the  work  objects,  work  content,  or  one's  work  in  general"  (Demerouti, 
Bakker,  Vardakou,  &  Kantas,  2003,  p.  14). 

-  The  Oldenburg  Burnout  Inventory  (OLBI) 

Burnout  defined  as  "a  consequence  of  intensive  physical,  affective,  and  cognitive  strain, 
i.e.,  as  a  long-term  consequence  of  prolonged  exposure  to  certain  job  demands" 
(Demerouti  et  al.,  2003,  p.  14). 
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study  Aims 


To  systematically  review  and  meta-analyze  the  associations  between  STS  and  job  burnout 

To  test  the  effects  of  moderators: 

(a)  The  type  of  measurement  used  for  STS  assessment  (measures  of  cognitive  shift  or  PTSD- 
like  symptoms  versus  measures  of  compassion  fatigue); 

(b)  The  type  of  assessment  of  job  burnout  (the  ProQOL  burnout  subscale  versus  other  job 
burnout  instruments,  such  as  the  MBI  and  the  OLBI  which  have  clearly  defined 
emotional  exhaustion  as  a  key  component); 

(c)  The  theoretical  framework  (the  compassion  fatigue  approach  versus  other  approaches 
to  job  burnout  and  secondary  traumatic  stress), 

Other  potential  moderators: 

(a)  The  country  where  the  study  was  conducted  (the  U.S.  versus  other  countries), 

(b)  The  continent  where  the  study  was  conducted  (North  America  versus  others), 

(c)  The  measurement  language  (English  or  others), 

(d)  Gender  (predominantly  male  sample  consisting  of  at  least  75%  men  versus 
predominantly  female  sample  consisting  of  at  least  75%  women), 

(e)  Occupations  with  higher  likelihood  of  both  direct  and  indirect  work-related  trauma 
exposure  (e.g.,  rescue/emergency  workers,  nurses,  social  workers,  firefighters)  versus 
occupations  that  may  involve  only  indirect  work-related  trauma  exposure  (e.g. 
therapists,  social  workers). 
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Literature  Search 


•  Independent  studies  available  before  2012. 

•  Databases:  PILOTS,  ScienceDirect,  Scopus,  and  Web  of  Knowledge. 

•  Combinations  of  the  keywords: 

•  job  burnout  ("burnout"  or  "burn-out") 

•  secondary  traumatic  stress  ("trauma*",  "posttrauma*")  -  asterisks  indicate  that  a 
keyword  may  consist  of  the  stem  and  any  suffix  (e.g.,  "traumatic"). 

•  "compassion  fatigue"  and  "PTSD". 

•  Manual  searches  of  the  reference  lists  were  conducted. 

•  At  least  two  of  the  authors  (KS,  RC,  AD  or  EM)  were  involved  at  all  stages  of  data 
extraction,  coding,  synthesis,  and  analysis. 

The  initial  search  resulted  in  337  papers. 
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Inclusion/Exclusion  Criteria 


(a)  STS  and  job  burnout  were  measured  at  some  time  point. 

(b)  The  relationship  between  STS  and  job  burnout  was  assessed,  or  authors  provided 
appropriate  statistics  upon  request; 

(c)  Papers  reported  statistics  that  could  be  converted  into  Pearson's  coefficient  (e.g.,  t-test, 
F-test,  x2,  z-test); 

(d)  Original  studies  enrolled  workers  performing  job  tasks  involving  contact  with  traumatized 
clients/patients  or  traumatic  material. 

(e)  English-language  publication  restriction  was  applied  (although  the  measurement  itself 
could  be  in  a  non-English  language). 

(f)  Dissertations  and  book  chapters  were  excluded. 

(g)  Studies  applying  qualitative  methods,  narrative  reviews,  and  research  on  non-workers 
(e.g.,  student  samples)  were  excluded. 

(h)  When  two  or  more  studies  used  the  same  sample,  only  one  publication  was  included. 


The  selection  processes  resulted  in  45  studies  meeting  all  inclusion  criteria. 

However,  four  of  those  studies  were  excluded  from  further  analysis,  because  they  were 
identified  as  outliers  with  z-scores  greater  than  10  or  less  than  -10  (Alkema,  Linton,  &  Davies, 
2008;  Backholm  &  Bjorkqvist,  2010;  Lauvrud,  Nonstad,  &  Palmstierna,  2009;  Maunder  et  al., 
2006). 

Thus,  41  original  studies  were  analyzed.  aswps 
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Description  of  Analyzed  Material 


/f  =  41  original  studies. 

N  -  data  from  8,256  workers  were  analyzed  . 

Sample  sizes:  varied  from  13  to  961  participants  (M  =  198.63  ,  SD  =  205.48). 

Gender:  59.03%  of  women  in  the  average  sample  . 

Occupational  groups: 

•  therapists,  mental  health  professionals,  social  workers,  and  counselors  (36.58%;  k  =  15), 

•  emergency,  ambulance  or  rescue  workers  (12.20%;  k  =  5), 

•  child  care  workers  and  child  healthcare  providers  (9.76%;  k  =  4), 

•  nurses  (7.32%; /f  =  3), 

•  forensic  specialists  (4.88%;  k  =  2), 

•  chaplains  (4.88%; /c  =  2), 

•  and  other  non-categorized  professionals  (24.39%,  k  =  10). 
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Description  of  Analyzed  Material 


Geography: 

•  22  studies  (53.66%)  in  North  America 

•  4  studies  (9.76%)  in  Israel 

•  3  in  Italy  (7.32%), 

•  2  in  Australia  (4.88%),  2  in  the  Netherlands  (4.88%) 

Only  2  multi-country  studies  (4.88%)  -  conducted  both  in  Canada  and  the  U.S. 

Only  3  studies  (7.32%)  from  Africa  or  Asia. 

Language: 

•  An  English-language  version  of  the  questionnaires  was  applied  in  65.85%  (k  =  27)  of  the 
studies. 


_ «SWPS 

www.swps.pl 


82 


Description  of  Analyzed  Material 


The  most  popular  measures: 

•  STS  was  measured  within  compassion  fatigue  framework  (Figley  &  Stamm,  1996). 
These  ProQOL-related  measures  were  used  in  65.85%  of  studies  (k  =  27)  and  among 
5,343  respondents  (64.72%  of  the  total  sample). 

•  Job  burnout  was  measured  within  compassion  fatigue  framework  . 

The  ProQOL  was  applied  in  60.98%  of  studies  [k  =  25),  with  5,409  (6.51%  of  the  total 
sample) 

Overall,  ProQOL  was  used  in  34.15%  of  studies  (k  =  14)  to  assess  both  STS  and  burnout 
constructs. 
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JB-STS:  Overall  Effect  and  Measures  and  Framework  as  Moderators 


r 

r Range 

r95%CI 

n 

k 

Q 

l^% 

Fail-  f 

Safe  N 

Overall  effect 

.691 

.252-.941 

.647-.731 

8256 

41 

478.49* 

91.64 

10603 

Measures 

STS  measure 

39.96** 

ProQOL  or  related 

.729 

.435-.941 

.693-.762 

5343 

27 

153.94* 

83.11 

14138 

STS  as  PTSD-like  symptoms 

.608 

.252-.878 

.483-.709 

2913 

14 

287.43* 

95.48 

4829 

Job  burnout  measure 

ProQOL-related  versus  other  measures 

52.33** 

ProQOL  or  related 

.744 

.505-.941 

.710-.775 

5409 

25 

142.39* 

83.15 

14163 

Other 

.589 

.252-.878 

.471-.687 

2847 

16 

273.58* 

94.52 

4817 

Framework  applied 

Compassion  fatigue  versus  other  approaches 

51.18** 

Only  compassion  fatigue  framework 

.744 

.505-.941 

.707-.776 

4958 

23 

132.03* 

83.34 

9879 

No  measure  from  the  compassion  fatigue 
framework 

.578 

.252-.878 

.426-.699 

2462 

12 

261.60* 

95.80 

3029 

Compassion  fatigue  versus  mixed  approach 

44.69** 

Only  compassion  fatigue  framework 

.744 

.505-.941 

.707-.776 

4958 

23 

132.03* 

83.34 

9879 

At  least  one  measure  from  other  framework 

.612 

.252-878 

.509-.697 

3298 

18 

299.43* 

94.32 

7033 

mwjps 
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JB-STS:  Other  Moderators 


r  r  Range  r95%CI 

n 

k 

Q 

iWo 

Fail-  t 

Safe  N 

Country 

18.00** 

USA 

.725  .435  .842  .678-.767 

3572 

19 

129.17* 

86.07 

2698 

Other  countries 

.675  .256-.941  .604-.736 

4132 

20 

245.87* 

92.27 

10483 

Continent 

3.79** 

North  America  (USA  and  Canada) 

.697  .252-.842  .636-.748 

4313 

22 

252.03* 

91.67 

5846 

Countries  from  other  continents 

.685  .256  .941  .615-.745 

3943 

19 

224.18* 

91.97 

9797 

Language  of  applied  measures 

14.22** 

English 

.706  .252  .941  .653-.752 

4670 

27 

269.56* 

90.36 

10994 

Other 

.662  .256-.881  .574-.735 

3586 

14 

204.82* 

93.65 

6395 

Gender 

14.58** 

Primarily  male  (at  least  75%  of  males) 

.608  .256  .827  .448-.729 

1211 

6 

60.63* 

91.75 

731 

Primarily  female  (at  least  75%  of  females) 

.692  .252  .878  .594  .769 

2744 

15 

256.61* 

94.54 

7205 

Occupations 

18.27** 

With  higher  likelihood  of  secondary 

.719  .252  .941  .652  .775 

3526 

22 

271.20* 

92.26 

2787 

exposure  only 

With  higher  likelihood  of  both  primary 

.662  .256-.827  .601-.715 

4730 

19 

198.42* 

90.93 

2496 

exposure  and  secondary  exposure 
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Summary 


Coexistence  of  STS  and  JB  in  professionals  exposed  indirectly  to  trauma  in  their  work. 

The  meta-analysis  of  41  studies  suggested  that  the  association  between  these  two  constructs 
was  high  (r  =  .691),  and  that  these  two  concepts  may  share  as  much  as  48%  of  the  variance. 

If  both  STS  and  JB  are  measured  within  the  compassion  fatigue  approach  (i.e.,  by  means  of 
the  ProQOL  and  related  measures),  the  proportion  of  shared  variance  is  significantly  larger 
than  if  the  measures  are  derived  from  any  of  the  other  approaches 
(55%  versus  34%  of  shared  variance). 

Significantly  larger  overlap  between  STS  and  job  burnout  may  be  expected 

-  if  the  data  are  collected  in  the  U.S.  (compared  to  other  countries); 

-  If  English-language  versions  of  questionnaires  are  applied  (compared  to  other-language 
versions); 

-  In  primarily  female  samples; 

-  In  occupations  which  are  likely  to  involve  only  indirect  exposure  (compared  to 
professionals  who  are  likely  to  be  directly  and  indirectly  exposed  to  trauma  at  work). 
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Thank  you! 
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STS:  An  umbrella  term 


We  use  the  umbrella  term,  secondary  traumatic  stress  (STS),  to  discuss  such  effects  of 
secondary  exposure  as 

-  secondary  posttraumatic  stress  (Bride  et  al.,  2004), 

-  vicarious  traumatization  (McCann  &  Pearlman,  1990),  and 

-  and  secondary  traumatic  stress  aspect  of  compassion  fatigue  (Figley,  2002). 
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Appendix  VI;  Poster:  Secondary  trauma  self-efficacy  scale:  Psychometric  evaluation. 
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28  PROFESSIONAL  BURNOUT 


Charles  Benight  and  Roman  Cieslak 


Researchers  and  praaitioners  have  shown 
increasing  interest  in  job  burnout  since  the 
term  was  coined  independently  by  Herben  J. 
Freudenberger  and  Christina  Maslach  in  the 
late  1970s.  As  of  May  2012  there  were  3,682 
publications  recorded  in  the  Web  of  Knowledge 
database  that  had  job  or  work  burnout  in  the 
topic.  In  2010  there  were  419,  and  in  2011 
there  were  493  such  publications.  These  num¬ 
bers  show  that  job  burnout  is  becoming  one  of 
the  most  popular  fields  of  research  in  occupa¬ 
tional  health  psychology. 

The  growing  interest  in  job  burnout  has 
at  least  two  sources.  First,  employees  them¬ 
selves  have  popularized  the  term  "burnout’ 
when  describing  their  difficulties  in  deal¬ 
ing  with  intense  work  demands,  challenging 
clients,  and  poor  organizational  resources. 
Second,  occupational  health  psychologists 
have  become  increasingly  focused  on  opera¬ 
tionalizing  the  term,  determining  methods  of 
assessment,  validating  different  constructs, 
and  applying  theoretical  systems  to  map 
burnout's  trajeaory.  This  has  led  to  intrigu¬ 
ing  debates  concerning  identification  of  risk 
and  protective  factors  linked  to  burnout  in 
an  attempt  to  generate  a  knowledge  base  for 
intervention  strategies.  Despite  the  popular 
use  of  the  term,  the  scientific  arena  is  emerg¬ 
ing  with  significant  gaps  between  what  we 
understand  intuitively  and  what  we  under¬ 
stand  through  theory  and  evidence  related  to 
job  burnout. 


DEHNITIONS  AND  MEASURES 

There  are  many  definitions  and  measures 
for  job  burnout.  Job  burnout  is  "a  prolonged 
response  to  chronic  emotional  and  interper¬ 
sonal  stressors  on  the  job,  and  is  defined  by 
three  dimensions  of  exhaustion,  cynicism,  and 
inefficacy"  (Maslach,  Schaufeli,  &  Leiter,  2(X)1, 
p.  397J.  Although  this  definition  is  the  most 
popular  and  was  used  for  developing  the  fre¬ 
quently  cited  Maslach  Burnout  Inventory — 
General  Survey  (MBI-GS),  it  is  not  the  only 
one.  Three  other  definitions  suggest  that  job 
burnout  might  be  reduced  to  a  single  common 
experience:  exhaustion.  Each  of  these  defini¬ 
tions  has  led  to  developing  a  different  mea¬ 
sure:  Copenhagen  Burnout  Inventory  (CBI), 
Burnout  Measure  (BM),  Shirom-Melamed 
Burnout  Measure  (SMBM). 

Demerouti  and  her  colleagues  proposed 
yet  another  conceptualization  and  measure  of 
job  burnout  (Demerouti,  Bakker,  Vardakou,  & 
Kantas,  2(X)3).  According  to  their  conceptual¬ 
ization,  job  burnout  consists  of  two  dimen¬ 
sions:  exhaustion  and  disengagement  from 
work,  which  refers  to  "distancing  oneself  from 
one's  work  and  experiencing  negative  attitude 
toward  the  work  objeas,  work  content,  or  one's 
work  in  general"  (p.  14).  Both  dimensions  ate 
included  in  the  Oldenburg  Burnout  Inventory 
(OLBI),  an  alternative  to  the  MBI-GS. 
Conceptualization  of  exhaustion  in  the  OLBI 
is  broader  than  that  in  the  Maslach  measure,  as 
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it  is  seen  as  'a  consequence  of  intensive  physi¬ 
cal,  affeaive,  and  cognitive  strain,  i.e.,  as  a 
long-term  consequence  of  prolonged  exposure 
to  certain  job  demands'  (p.  14). 

In  all  of  these  alternatives  to  the  MBI-GS 
conceptualizations  and  measures,  professional 
inefficacy  (a  hypothetical  third  component 
of  job-bumout)  is  consistently  regarded  as  a 
separate  construa.  Across  all  dehnitions  the 
overarching  contributing  factor  to  burnout  has 
been  intense  prolonged  exposure  to  significant 
job  demands.  Burnout  might  also  arise  from 
other  less  obvious  sources. 

Recently,  job  burnout  has  been  also  per¬ 
ceived  as  the  consequence  of  indiren  expo¬ 
sure  to  trauma  in  professionals  working 
with  traumatized  clients  (Stamm,  2010). 
job  burnout  is  understood  here  in  a  differ¬ 
ent  way  than  in  other  conceptualizations, 
mentioned  above.  This  type  of  burnout  is 
'associated  with  feelings  of  hopelessness  and 
difficulties  in  dealing  with  work  or  in  doing 
your  job  effeaively'  (p.  13).  Job  burnout, 
along  with  secondary  trauma  reactions  (e.g., 
post-traumatic  stress  symptoms)  related  to 
indirect  trauma  exposure,  has  important  neg¬ 
ative  occupational  and  personal  consequences 
including  changes  in  cognitive  beliefs  about 
the  self  and  the  world. 


ANTECEDENTS  OF  JOB  BURNOUT 

The  list  of  job  burnout  antecedents  is  long,  and 
includes  both  situational  and  individual  faaors. 
Two  most  frequently  cited  review  papers  on  job 
burnout  (Cordes  &  Dougheny,  1993,  Maslach 
et  al.,  2001)  indicated  that  job  burnout  might 
be  caused  or  facilitated  by  work  overload,  time 
pressure,  role  conflia,  role  ambiguity,  lack 
of  social  support,  low  control  over  work,  low 
autonomy,  and  insufficient  positive  feedback. 
In  addition  to  these  job  characteristics,  impor¬ 
tant  organizational,  social,  and  cultural  values 
that  are  not  supponed  or  realized  through  work 
are  critical  to  consider.  The  following  personal¬ 
ity  and  individual  difference  Actors  also  were 
found  to  be  prediaive  of  high  job  burnout:  low 
hardiness  (Le.,  low  commitment  to  job,  low 
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job  control,  and  tendency  to  appraise  situation 
more  like  a  threat  than  a  challenge),  external 
locus  of  control,  passive  or  avoiding  coping 
styles,  low  self-esteem,  and  low  self-efficacy. 
Some  demographic  characteristics  that  con¬ 
tribute  to  job  burnout  include  younger  age  or 
limited  experience,  being  unmarried  or  single, 
and  higher  level  of  education. 


THEORETICAL  MODELS  OF  JOB  BURNOUT 

Along  with  the  research  aimed  at  testing  the 
correlates  (or  antecedents)  of  job  burnout, 
several  theoretical  models  were  proposed  to 
explain  processes  and  psychological  mecha¬ 
nisms  involved  in  developing  job  burnout.  One 
of  the  jKipular  theories  is  that  job  burnout  is 
a  prolonged  response  to  chronic  work  stress. 
Although  this  thesis  appeals  to  many  practi¬ 
tioners  and  scientists,  there  are  other  symp¬ 
toms  that,  along  with  the  job  burnout,  may  be 
considered  the  effea  of  prolonged  exposure  to 
chronic  job-related  stress  such  as  depression 
and  work  dissatisfaction.  This  theory  is  not 
specific  enough  to  explain  processes  that  are 
unique  to  job  burnout. 

Oher  theoretical  approaches,  so-called 
developmental  models,  concentrate  on  devel¬ 
opmental  trajectories  of  job  burnout  over  time. 
In  these  approaches,  job  burnout  is  not  a  static 
constellation  of  symptoms  but  a  process  that, 
for  example,  may  start  from  emotional  exhaus¬ 
tion  leading  to  cynicism,  which  finally  affeas 
perception  of  inefficacy  at  work. 

The  job  demands-resources  (JD-R)  model 
is  currently  the  most  influential  theoretical 
approach  to  understand  job  burnout  (Demerouti 
8c  Bakker,  2011).  According  to  this  model,  when 
defining  risk  and  proteaive  faaors  for  job  burn¬ 
out  one  should  consider  the  occupational  set¬ 
ting.  These  factors,  different  for  various  work 
settings,  can  be  categorized  into  two  broad 
categories:  job  demands  and  job  resources.  Job 
demands  refer  to  those  aspeas  of  the  job  that 
require  effon  or  skills  and  therefore  lead  to 
some  physiological  and  psychological  costs. 
Job  resources  relate  to  components  of  the  job 
that  are  helpful  in  (1)  achieving  work-related 


PM9  lUHAMaoK  CUI.niMl  l» 


V2I/3DU  437.14  PM 


93 


OUP  UNCORRI-niD  mom-  >  HRSTPROOI^.  -nm  Mv  21  201 3.  NI 3VGK) 


© 


TART  m  •  ETHICAL  AND  PROFESSIONAL  ISSUES 


140 

goals,  (2)  reducing  job  demands  and  costs 
associated  with  these  demands,  and  (3)  stimu¬ 
lating  personal  development  (Demerouti  & 
Bakicer,  2011).  Through  health  impairment 
and  motivational  processes,  job  demands  and 
resources  direaly,  or  in  interaaion  with  each 
other,  affea  job  burnout  and  ultimately  affea 
work  engagement.  The  JD-R  model  shows  that 
from  organizational  and  individual  perspec¬ 
tives  it  is  imponant  to  know  what  faaors  lead 
to  a  negative  outcome,  such  as  job  burnout.  At 
the  same  time,  however,  knowledge  about  fac¬ 
tors  promoting  positive  outcomes,  such  as  work 
engagement,  is  also  necessary. 


WORK  ENGAGEMENT 

Work  engagement  is  sometimes  perceived  as 
the  opposite  end  of  the  job  burnout  dimension 
and  therefore  is  charaaerized  by  high  energy, 
involvement,  and  perceived  efficacy  at  work 
(Maslach  et  al.,  2001).  Another  conceptualiza¬ 
tion  of  work  engagement  is  of  an  independent 
construa,  which  is  negatively  correlated  with 
job  burnout  and  defined  by  three  symptoms; 
vigor  (e.g.,  a  high  level  of  energy  and  persis¬ 
tence),  dedication  (e.g.,  involvement  and  a 
sense  of  significance  of  the  job),  and  absorption 
(e.g.,  concentration  on  a  job  to  the  extent  that 
one  has  a  sense  of  time  passing  quickly;  Bakker, 
Schaufeli,  Leiter,  &  Taris,  2008).  Work  engage¬ 
ment  is  often  measured  with  the  Utrecht  Work 
Engagement  Scale  (UWES,  17-  or  9-item 
version). 


JOB  BURNOUT  AND  WORK  ENGAGEMENT 
AMONG  PSYCHOLOGISTS 

For  practitioners,  the  notion  that  work  engage¬ 
ment  is  separate  from  the  job  burnout  phe¬ 
nomenon  has  imponant  implications.  Those 
praaitioners  who  want  to  optimize  their  func¬ 
tioning  at  work  and  improve  work-related 
well-being  should  not  only  take  some  aaions 
to  prevent  job  burnout,  but  also  take  some, 
probably  different,  actions  to  increase  work 
engagement.  In  thinking  about  ways  to  foster 


work  engagement  and  reduce  job  burnout,  one 
must  consider  both  contributing  faaors  of 
resources  and  demands.  Generating  increased 
resources  such  as  social  suppon  may  inQu- 
ence  work  engagement  but  not  reduce  burn¬ 
out.  Whereas  reducing  job  demands  might 
positively  impaa  burnout,  it  may  not  increase 
work  engagement.  Importantly,  studies  among 
praaidng  psychologists  have  shown  that 
work-home  conflia  and  home-work  conflia 
are  positively  related  to  job  burnout  and  that 
these  types  of  conflias  may  mediate  the  effeas 
of  job  demands  and  resources  on  job  burn¬ 
out  (Rupert,  Stevanovic,  &  Hunley,  2009). 
Thus,  determining  an  appropriate  balance 
between  personal  and  pro^sional  demands 
and  resources  is  an  important  challenge  (or  all 
psychologists. 


CONSEQUENCES  OF  JOB  BURNOUT 

Job  burnout  has  significant  consequences 
(see  Maslach  et  al.,  2(X)1  for  review).  Most  of 
them  relate  to  job  performance  and  subjeaive 
well-being  or  health.  Interestingly,  the  same 
outcomes  are  included  in  studies  on  conse¬ 
quences  of  work  stress.  This  indicates  possible 
conneaions  or  overlaps  between  work  stress 
and  burnout  processes.  In  terms  of  job  perfor¬ 
mance,  high  job  burnout  is  related  to  higher 
absenteeism,  higher  turnover  or  intention 
to  quit  the  job,  lower  effeaiveness  at  work, 
and  low  job  or  organizational  commitment. 
It  may  also  affea  organizational  standards 
and  culture,  making  burned  out  individu¬ 
als  less  focused  on  high  quality  performance 
and  respeaing  human  values  in  day-to-day 
operations. 

Discussion  of  health-related  outcomes  of 
job  burnout  should  be  contextualized  in  the 
existing  diagnostic  categories  and  diagnos¬ 
tic  systems.  Job  burnout  symptomatology 
partially  reassembles  diagnostic  criteria  (or 
neurasthenia,  described  in  the  World  Health 
Organization's  International  GassiAcation 
of  CKseases  (IQD-IO)  under  code  F48,  "other 
neurotic  disorders."  The  term  "burn-out," 
dehned  as  a  "state  of  vital  exhaustion,"  may 
also  be  found  under  code  Z73.0  in  "problems 


PM9  lUHAMaoK  CUI.niMl  140 


V2I/3DU  >17.14  PM 


94 


pup  UNCORRICnO)  PR(KJ|:  -  RRSIT'ROOI'S.  -n*  Mar  21  2013.  NI^VGI^N 


© 


related  to  life-management  difficulty.'  Job 
burnout  is  not  recognized  in  the  Diagnostic 
and  Statistical  Manual  (DSM-IV-TR)  but,  in 
the  current  proposal  for  the  DSM  revision, 
it  might  be  classified  under  category  G  OS 
'trauma-  or  stressor- related  disorder  not  else¬ 
where  classified.' 

Physiological  correlates  of  job  burnout  are 
typical  of  the  effects  of  prolonged  exposure  to 
stress  and  include  more  frequent  and  stron¬ 
ger  somatic  complaints  (e.g.,  headaches,  chest 
pains,  nausea,  and  gastrointestinal  symptoms). 
People  with  high  job  stress  are  also  at  risk  for 
developing  depression  and  anxiety,  but  the  cau¬ 
sality  of  this  relationship  is  not  cleac  as  both 
anxiety  and  depression  may  also  contribute  to 
the  development  of  job  burnout. 


SPILLOVER  AND  CROSSOVER  EFFECTS 
OF  JOB  BURNOUT 

Most  definitions  assume  that  job  burnout  is 
related  to  only  one  domain  of  human  func¬ 
tioning  (Le.,  work  and  job-related  aaivities). 
However,  the  consequences  of  job  burnout 
may  be  experienced  in  other  domains  of  life, 
such  as  family  life.  This  interdomain  trans¬ 
mission  of  the  effects  is  called  spillover.  The 
example  of  negative  spillover  effect  might 
be  a  situation  when  family  roles  or  aaivities 
are  disrupted  due  to  job  burnout.  Positive 
spillover  may  take  place  when  resources 
from  one  domain  (e.g.,  family  life)  are  used 
as  a  proteaive  faaor,  acting  against  devel¬ 
oping  job  burnout  or  reducing  its  negative 
consequences.  For  example,  fulfilled  family 
life  and  satisfaaory  family  relationships 
may  protea  from  emotional  exhaustion  and 
cynicism. 

Whereas  spillover  is  an  intrapersonal 
transfer  of  consequences  across  different 
domains  of  funaioning,  crossover  is  an  inter¬ 
personal  transmutation  of  consequences.  For 
example,  an  employee's  burnout  has  an  effea 
on  a  spouse's  burnout  and  in  that  indirea 
way  reduces  life  satishiction  of  the  spouse 
(Demerouti,  Bakker,  &  Schaufeli,  2005).  These 
are  critical  implications  to  consider  in  develop¬ 
ing  new  interventions  related  to  burnout. 
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PREDICTORS  OF  JOB  BURNOUT 
AMONG  MIUTARY  PSYCHOLOGISTS 

There  is  limited  evidence  for  the  prevalence  of 
job  burnout  and  its  risk  faaors  among  military 
mental  health  providers.  Ballenger-Browning 
et  al.  (2011)  showed  that  in  a  nonrepresenta¬ 
tive  sample  of  97  providers,  27.8%  reported 
high  levels  of  emotional  exhaustion,  18.6% 
had  high  levels  of  depersonalization,  and  4.1% 
had  indicated  low  levels  of  personal  accom¬ 
plishment,  measured  with  the  MBl  version 
for  human  services  (MBl-HSS).  The  intensity 
of  job  burnout  among  military  mental  health 
providers  was  compared  to  burnout  levels 
among  730  civilian  mental  health  providers. 
The  results  showed  that  military  providers 
had  lower  depersonalization  and  higher  per¬ 
sonal  accomplishment  (Ballenger-Browning 
et  al.,  2011).  The  same  study  showed  that  risk 
factors  for  emotional  exhaustion  were:  being  a 
psychiatrist  (comparing  to  other  mental  health 
professions),  working  long  hours,  and  being 
female.  High  depersonalization  was  prediaed 
by  having  a  high  percentage  of  patients  with 
personality  disorders  and  low  percentage  of 
patients  with  traumatic  brain  injury  in  provid¬ 
ers'  caseloads.  Low  personal  accomplishment 
was  reported  more  often  by  those  who  were 
not  psychologists,  were  seeing  a  high  number 
of  patients  per  week,  indicated  low  support 
from  work  and  reponed  fewer  years  of  clinical 
experience. 


RECOMMENDATIONS  FOR  MIUTARY 
PSYCHOLOGISTS 

Recommendations  for  job  burnout  preven¬ 
tion  among  military  psychologists  are  difficult 
to  provide  given  the  limited  data  in  this  area. 
However,  the  general  (i.e.,  useful  for  a  majority 
of  working  population)  or  specific  (i.e.,  unique 
for  job  demands  in  that  profession)  interven¬ 
tions  can  focus  on  the  individual  or  the  organi¬ 
zation.  Given  the  unique  nature  of  the  military 
hierarchical  environment,  organizational  inter¬ 
ventions  become  more  complex.  However, 
efforts  should  be  made  to  inaease  workload 
control,  work  flexibility,  and  enhancement 
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of  peer  and  supervisory  support.  Individual 
interventions  that  promote  individual  resource 
development  (self-care  strategies,  work/home 
balance,  symptom  processing),  professional 
skill  promotion,  and  social  resource  enhance¬ 
ment  (peer  support,  friends,  etc)  prove  to  be 
effective  in  many  cases.  Military  psychologists 
(Linnerooth,  Mrdjenovich,  and  Moore,  2011) 
shared  the  professional  experiences  that  helped 
them  to  cope  with  job  burnout.  Although  the 
job  demands  were  different  for  the  prede- 
ploymeni,  deployment,  and  postdeployment 
phases,  the  coping  mechanisms  were  similar 
across  these  phases  and  included  investment 
in  individual  resources  (e.g.,  military  and  pro¬ 
fessional  trainings),  developing  social  network 
(family  and  professional  relations),  and  acting 
proaaively  with  the  awareness  that  ethics  stan¬ 
dards  and  self-care  are  imponant  parts  of  mili¬ 
tary  psychologists'  jobs.  There  is  more  work  to 
be  done  to  help  determine  the  most  beneficial 
methods  to  assist  military  psychologists. 
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Appendix  VIII;  Poster:  Effects  of  social  support  and  self-efficacy  on  secondary  traumatic 
growth. 


97 


I  f  ppQ  University  of  Colorado 
UUUD  Colorado  Springs 
Trauma,  Health,  and  Hazards  Center 


Effects  of  Social  Support  and  Salf-Efflcacy  on 
Secondary  Traumatic  Growth 

Judith  Bock,  Kotaro  Shoji,  Roman  Cieslak,  &  Charles  C.  Benight 


MSMPS 

snx)LA  irrZszA  rvoiCKoai  V0UC2NU 


Abstract 


This  two-study  longitudinai  investigation  examined  the  indirect  effects  of 
secondary  traumatic  stress  (STS)  on  secondary  traumatic  growth  via  two 
mediators:  perceived  social  support  and  secondary  trauma  setf-efhcacy.  In 
particular,  we  tested  if  the  two  hypothetical  mediators  operate 
sequentialy.  d>at  is  wrth  secondary  trauma  self-efficacy  facilitating  social 
support  (i.e..  cultivation  hypothesis)  ar>d/or  social  support  enhancing  self- 
efficacy  (i.e..  enabling  hypothesis). 


Introduction 


Secondary  traumatic  stress  (STS)  resiits  from  inrirect  exposire  to 
trauma  (Bride.  Robinson.  Yegidis.  &  Figley.  2004)  and  has  a  set  of 
symptoms  that  is  similar  to  posttraumatic  stress  disorder  (PTSD).  This 
ir>direct  exposure  to  trauma  is  typified  by  healthcare  providers  working  with 
traumatized  individuals.  Although  rt  has  been  associated  with  many 
rtegath/e  consequences.  irtdudir>g  higher  dis^ess.  ir>creased  rtegabve 
cognitions  (Peartman  &  Mac  Ian,  19d5).  ar>d  higher  job  burnout  (BaJlenger- 
Browning  et  al..  2011).  recent  research  highlighted  the  importance  of 
positive  changes,  such  as  meaning  mafiing  (Park  &  Ai.  2006)  or 
posttraumatic  growth  (Cann  et  at..  2010).  In  these  two  studies,  the  term 
secorvdary  traumatic  growth  is  used  to  refer  to  positive  changes  in  schemas 
about  self  and  the  world  and  perceived  psychological  growth  that  trauma- 
focused  providers  experience  as  a  result  of  their  work  Using  Social 
Cognitive  Theory  (SCT:  Bandura.  tdQ7)  as  our  theoretical  framework,  we 
argue  that  social  support  and  self-efficacy  serve  as  key  mediators  in  the 
association  between  STS  arxi  secondary  traumatic  growth,  hfowever.  there 
are  two  alternative  hypotheses  explaining  the  relationship  between  setf- 
efficacy  and  social  support  The  cultivation  hypothesis  suggests  that  self- 
efficacy  facilitates  social  support  whereas  the  enabling  hypothesis  states 
that  social  support  enhances  and  protects  self-efficacy  (Schwarzer  &  Knoll. 
2007).  Although  both  the  cultivation  and  enabling  hypotheses  have  been 
supported  by  empirical  findirrgs.  no  studies  have  examirved  these 
hypotheses  in  the  context  of  indirect  exposure  to  trauma.  We  tes^ 
competir>g  hypotheses.  The  effect  of  STS  on  secondary  traumatic  growth 
would  be:  a)  mediated  first  by  secondary  trauma  self-efficacy  and  then  by 
perceived  social  support  (cultivatcn  hypothesis)  or  b)  perceived  social 
support  woiid  lead  self-efficacy  (enabling  hypothesis). 


Method 


Participants 

Panicipants  in  Study  1  (N  =  293  at  Time  1,  N  =  115  at  Time  2)  were 
behavoral  healthcare  providers  working  with  U.S.  military  personnel 
sufferirvg  from  trauma.  Study  2  was  corrducted  among  Polish  healthcare 
workers  (N  -  298  at  Time  1,  N  -  189  at  Time  2)  providing  services  for 
civilian  survivors  of  traumatic  events. 

Measures. 

Secorvdary  Traumatic  Stress.  Secondary  Traumatic  Stress  Scale  (Bnde  et 
al..  20(H) 

Secondary  trauma  self-efficacy.  The  secondary  Trauma  Self-Efficacy 
(STSE)  Sc^e  (Cieslak  et  al..  2013). 

Perceived  soda!  support.  The  Multidimensionai  Scale  of  Perce>ved  Social 
Support  (MSPSS.  Zimet  Dahlem.  Zimet.  &  Fahey.  1968) 

Secondary  Traumatic  Growth.  Posttraumatic  Growth  Inventory-Short  Form 
(PTGI-SF;  Cann  et  al..  2010) 

Indict  Exposure  to  Trauma.  Secondary  Trauma  Exposure  Scale  (Cesiak 
etal..  in  press) 

Procedures. 

Partiapants  from  both  Study  1  and  Study  2  completed  a  set  of 
questfonnaires  evaluating  STS.  percerved  social  support,  secondary 
trauma  self-efficacy.  ar>d  secor>dary  traumatic  growth.  Additionally,  irvdirect 
exposure  to  trauma  and  demographic  variables  were  assessed  as 
possible  factors  that  shodd  be  controlled  when  testirvg  the  h^iotheses. 


Results 


In  both  studies,  multiple  mediationai  analyses  showed  evidence 
for  the  cultrvation  hypothesis  (Figure  1).  The  relarbonsh^  between 
STS  at  Time  1  and  secondary  traumabc  growth  at  Time  2  was 
mediated  sequervbaly  by  secorvdary  trauma  self-efficacy  at  Time  1 
and  social  support  at  Time  2.  The  enabiirvg  hypothesis  was  not 
supported  in  either  study  (Figure  2). 


In  both  Study  1  arvd  Study  2.  after  controllirvg  fior  the  effects  of  three 
covariates  (i.e..  T1  indirect  exposure  to  trauma.  T1  social  support,  and  T1 
secondary  traianatic  growth),  path  analyses  supported  the  cultrvation 
hypothesis.  High  secondary  traumatic  stress  (T1)  was  related  to  lower 
secondary  trauma  self-efficacy  (T1 ).  which  in  turn  predicted  lower  social  support 
(T2).  and  then  lower  social  support  (T2)  was  related  to  lower  secondary 
traiarvatic  growth  (T2).  Irvdirect  effects  were  tested  usirvg  the  bootstrappirvg 
method  with  95%  confidervce  irvterval. 


Figure  1:  Multiple  nvediation  analysis  of  cultivation  hypothesis 
(Study  1  coefficjent  ^Study  2  coefficiem  8). 


Rgure  2:  Multiple  mediabon  analysis  of  enabling  hypothesis 
(Study  1  coefficient  8/Study  2  coefficient  8)- 


Table  1:  Mediating  Effects  of  Percerved  Social  Support  and  Secondary  Trauma 
Self-Efficacy  kv  the  Relationship  between  Secondary  Traumatic  Sbess  arvd 
Secorvdary  Traumatc  Growti 


mdirvct  EffMte  PaOVMdyi 

SE 

ocs5%a 

Lower 

Hitter 

ab^ 

Study  1:  Model  1 

STS  Ti ST  Se«mcacy  TV  4  ST  Gronvi  T2 

-.079 

.095 

.061 

-061 

STS  T1  4  S»«»it  T2  4  ST  GloMn  T2 

.042 

.046 

-.022 

.171 

033 

cuBvaoor r^potncae  ststi  4STSeff- 
EJtCacyTI  4Sipoan2  4STGioMnT2 

-.041 

.029 

-.196 

-i»2 

•032 

study  1:  Model  2 

STS  Ti  4  ST  oe^mcacy  T2  4  ST  Grcwm  T2 

-.100 

.056 

-.231 

-.006 

-077 

STST1  4Sl«»itTl  4STGlO«liT2 

-OX) 

.045 

-.163 

.021 

-.024 

Eostogj^Bcmefis;  STSTI  4  Support  Ti  4 

ST  Seff-Elticacy  T2  4  ST  acteti  T2 

-.001 

.006 

-.022 

.006 

--X1 

study  2:  Model  1 

STSTI  4STGe«mcacyT1  4STGroiiinT2 

-.001 

.072 

-.146 

.134 

-.W1 

STS  T1  4  5l4JpOit  T2  4  ST  GIDVWI 72 

.040 

.029 

i)D6 

.1X 

.048 

cuRvaoorrqpooeee  STSTI  4STSeff' 
Efficacy  T1  4Sippar72  4  5TGf0MnT2 

-.058 

.029 

-.197 

-.058 

study  2:  Model  2 

STS  T1  4  ST  Se^Efficacy  T2  4  ST  Groatn  T2 

-.016 

.025 

-.061 

.023 

-.016 

STST1  4Sl«»rtTl  4STGiD««n72 

.004 

DM 

-.009 

004 

Eruping  nypcuftfcs  STS  T1  4  Support  T1  4 
se  Seff-Efficacy  T2  4  ST  Growth  T2 

.000 

.001 

-.000 

.006 

000 

Discussion 


This  is  the  first  longrtudtnal  two-study  investigation  of  how  social 
support  and  self-efficacy  operate  as  the  mediators  between  secondary 
traumatic  stress  arvd  secondary  traumatic  growth.  Both  studies 
consistently  supported  the  cultivatKvn  hypothesis,  irvdicatirvg  that  self- 
efficacy  belief  mediate  the  relationship  between  STS  and  secorvdary 
traumatic  growth  through  faciirtation  of  social  support 

Prior  to  our  sbidy.  the  cultrvation  and  enabling  hypotheses  had  not  been 
tested  in  the  corvtext  of  secondary  traumatization.  These  findings  are  only 
strengthened  by  the  robust  evvdervce  supportng  the  cultivation  hypothesis 
across  both  Study  1  and  Study  2.  each  of  which  used  drfferent 
populations. 

The  firvdings  regardrvg  the  cultrvation  hypothesis  may  have  implications 
for  SCT  (Barvdura.  1997)  and  support  programmirvg  for  trauma  care 
providers.  SCT  proposes  that  self-efficacy  is  a  key  factor  inter-relatting 
with  environmental  factors  fadlitatrig  adaptation  in  challenging  situations. 
Our  results  suggest  that  enhancirvg  self-efficacy  helps  a  long-term 
adaptatkxval  process  by  facilttatirvg  social  support  Thus,  the  greater  the 
perceived  efficacy  for  managirvg  STS  the  greater  the  capacity  to  utlize  a 
key  environmental  resource.  Staff  support  programs  focusirvg  on  the 
enhancement  of  secorvdary  traumabc  growth  may  benefit  from  boosbng 
self-efficacy  with  the  intervt  to  facilitate  perceived  social  support 
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Appendix  IX:  Poster:  Indirect  effect  of  job  burnout  on  job  engagement. 
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Abstract 


Results 


The  present  study  investiga^  the  mediation  effects  of  secondary  trauma 
setf-efficacy  ar>d  perceived  social  support  in  the  relationship  between  job 
burnout  ar>d  job  er>gaigement  among  healthcare  providers  indirectly 
exposed  to  trauma  through  their  Modi.  Cultivation  and  enabling 
hypotheses  are  two  alternative  explanations  that  irwotve  setf-efficacy  ar>d 
sooal  support  as  mediators.  We  tested  these  two  hypotheses  using  a 
longitudinal  design  in  two  studies .  Results  showed  that  the  cultivabon 
hypothesis  was  supported  in  both  Study  1  and  2.  whereas  the  enabling 
hypothesis  was  not  supported  in  either  study.  Implications  of  the  results 
on  future  research  and  the  importance  of  coping  self-efficacy  in  supportive 
interventions  are  discussed  . 


Introduction 


Many  healthcare  providers  are  consistently  exposed  to  indirect  trauma 
through  ihe«^  wodcmg  w«h  clients.  Evidence  suggests  that  there  i$  a  number 
of  negative  consequences  of  indirect  traurru  exposure,  including  secondary 
traumatic  stress  (Bride  et  al..  2011).  job  burnout  (Kadambi  &  Tniscott  2007) 
and  low  wodt  engagement.  However,  little  «  know  about  the  relationship 
between  job  burnout  and  fob  engagement  among  healthcare  proinders  who 
are  exposed  to  indrect  trauma.  Less  is  known  concerning  the  psychologcal 
processes  that  mediate  this  relationshp.  In  social  co^ibve  theory,  copog  self- 
efficacy  is  a  key  component  in  the  internal-evaluative  process  of  adaptaton  to 
chakenge  and  uncertairrty.  Social  support  is  a  critical  envronmental  resource 
that  helps  individuals  rrranage  stress  The  drectionality  of  relationship 
between  these  two  resources  has  important  implicatons  for  understanding 
and  intervening  on  the  job  burr>out-work  engagement  relatonship. 

Cultivation  and  enabling  hypotheses  are  two  altematve  explanations  that 
irrvolve  the  mediation  effects  of  social  support  ana  seH-eff  cacy  in  the 
relationsh  .p  between  stress  and  its  consequences  The  cultivation  hypothesis 
suggests  that  self-efficacy  faoiitates  social  support,  whereas  the  enabling 
hypothesis  states  that  sooal  support  enhances  and  protects  self-efficacy 
This  two-study  longitudinal  investigation  examirved  the  indirect  effects  of 
job  burnout  ort  work  engagement  via  perceived  social  support  and 
secondary  trauma  self-efficacy  among  healthcare  providers. _ 


Method 


Participants 

The  study  was  a  part  of  a  larger  project  investigating  secondary  trauma, 
work-related  demands,  and  resources  among  healthcare  providefs 


There  was  the  serial  n>ediation  effect  of  secorrdary  trauma  self-efficacy 
at  Tinne  1  and  perceived  social  support  at  Tvne  2  in  the  relationship 
between  job  burnout  at  Time  1  and  job  er>gagement  at  Time  2  (Figure 
1).  This  result  supported  the  cultivation  hypothesis. 

The  relationship  between  job  burnout  at  Time  1  and  job  ervgagement  at 
Time  2  was  mediated  by  the  pathway  through  perceived  social  support 
at  Tinte  1  and  Time  2  in  both  Study  1  and  2. 

The  pathway  through  secondary  traunte  self-efficacy  at  Time  1  ar>d 
Tin>e  2  mediated  the  effect  of  job  burnout  at  Time  1  on  work 
engagement  at  Time  2  in  Study  2. 


Figure  1.  Cross-Lagged  An^ysis  Testing  the  CtMvation  and  Enabling 
Hypotheses. 

Note:  *  p<  .05.  *’  p  <  .01.  **'p  <  .001.  The  orange  line  indicates  a  serial 
mediation  effect.  Values  before  the  slash  indicate  values  for  Study  1. 
Values  after  the  slash  indicate  values  for  Study  2. 


Inclusion  criteria 

(a)  Workeig  at  least  one  year  as  a  healthcare  provider  (e.g..  physician, 
nme).  clinical  psychologist,  counselor,  or  social  worker. 

(b)  Being  indrecdy  exposed  to  trauma  through  interacbor  with  patients 

(c)  Study  1:  Providing  services  for  a  m4«ary  population. 

Study  1  (Mat  T1  -  203.  Mat  T2=  131):  Mental  healthcare  providers 
workir>g  with  tfie  U.S.  military  personnel  suffemg  from  trauma. 

Study  2 (Mat  T1  =298.  Mat  T2  =  189);  Healthcare  ar>d  social  workers 
providing  services  for  civilian  survivors  of  traumatic  events  in  Poland 


Procedures 

Participants  responded  to  online  questionnaires  that  assessed  work 
engagement,  job  burnout,  perceived  social  support.  secor>dary  trauma 
self-efficacy,  and  organizatiofval  constraints  for  Time  1  and  Tcne  2.  Mean 
time  elapsed  between  Tvne  1  ar>d  Time  2  was  193.95  days  for  Study  1 
ar>d  161.91  days  for  Study  2. 


Goodness-Of-Fit  Indices  Comparisons  (Table  2). 

•  For  Study  2.  a  change  score  in  chi-square  values  irxiicated  that  the 
model  without  pathway  between  secondary  trauma  self-efficacy  at 
Time  1  arid  perceived  soaaJ  support  at  Time  2  had  a  significantly 
higher  chi-square  score  than  did  the  hypothesized  model,  indicating  ihe 
model  without  this  pathway  had  worse  nxxlel  fk  than  did  the 
hypothesized  model. 

•  The  model  vwthout  pathway  between  perceived  social  support  at  Time 
1  ar>d  secorxlary  trauma  self-efficacy  at  Tinte  2  was  not  signrflcantty 
different  than  the  hypothesized  model  for  both  Study  1  and  2. 

•  When  both  of  these  pathways  were  excluded  horn  the  model,  a  chi- 
square  score  for  the  rrKxtel  was  significantly  larger  than  that  of  the 
hypothesized  model  for  Study  2.  suggesting  the  model  without  these 
pathways  had  worse  model  fit  than  did  the  hypothesized  model. 


Discussion 


Results  of  Study  1  partially  supported  the  cultivation  hypothesis,  arid 
results  of  Study  2  fully  supported  this  hypothesis.  The  enabling 
hypothesis  was  not  supported  in  either  Study  1  or  Study  2.  The  support 
for  the  cultivation  hypothesis  suggests  that  enhancing  self-efficacy 
facdrtates  peroeived  social  support  in  a  long  term,  and  higher  perceived 
social  scpport  is  an  important  factor  to  foster  job  engagement. 

A  sligikly  (Afferent  results  for  the  cultivation  hypothesis  between  Study 
1  and  2  may  be  due  to  cultural  differences  and  the  contexts  in  which  these 
stuiAes  were  conducted  (le..  military  trauma  vs.  civilian  trauma).  It  may  be 
that  social  support  resources  withn  a  military  provider  context  are  less 
ctxinected  to  one's  perceived  indivKkjal  coping  capabilities. 

The  present  study  showed  a  psychoiogicdl  process  involving 
secondary  trauma  self-efficacy  and  social  support  as  ntediators  in  the 
relationship  between  job  burnout  and  job  engagement  among  healthcare 
providers.  The  present  study  is  i^iquely  (Afferent  from  other  stuKAes 
supporting  the  enabling  hyp(Xhesis  (e.g..  Benight  et  al..  1999;  Cieslak  et 
al..  2009)  in  that  the  present  study  investigated  the  population  exposed  to 
indirect  trauma  through  their  work  as  opposed  lo  popiiations  exposed  to 
direct  trauma.  In  addition,  the  present  investigation  is  the  first  study  to 
show  the  k>og-term  cultivation  process  in  the  effect  of  job  bianout  on  job 
engagement. 

Healthcare  workers  exposed  to  indirect  trauma  may  benefit  from  an 
educational  support  program  that  involves  importance  of  enhancing  self- 
efficacy  to  facilitate  sooal  resources  and  job  engagement  in  a  long-tem. 
Educating  healthcare  workers  about  the  psychological  process  of  the 
effect  of  Job  burnout  on  job  engagement  nvay  be  beneficial  to  foster  job 
engagement  as  well. 
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Appendix  X:  Conference  Paper:  A  meta-analysis  of  the  relationship  between  self-efficacy  and 
job  burnout. 
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We  Know  What,  but  WHY? 


what:  To  investigate  the  relationship  between  self-efficacy  and  job  burnout 

WHY: 

1)  To  contribute  to  the  validity  of  the  Job  Demands-Resources  (JD-R)  model 

2)  To  investigate  possible  conceptual  overlap  between  self-efficacy 

and  one  of  the  job  burnout  components:  inefficacy  (i.e.,  reduced  personal  accomplishment) 
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Job  Demands  -  Resources  Model  (JD-R) 
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Job  Burnout:  A  Three-Factor  Definition 


Job  burnout  (JB)  is  "a  prolonged  response  to  chronic  emotional  and  interpersonal  stressors 
on  the  job,  and  is  defined  by  three  dimensions:  exhaustion,  cynicism,  and  inefficacy" 
(Maslach  et  al.,  2001,  p.  397). 

-  The  Maslach  Burnout  Inventory  -  General  Survey  (MB\-GS;  Maslach  et  al.,  2001) 

-  The  MBTHuman  Services  Survey  -  in  occupations  requiring  contact  with  patients 

-  The  MBI-Educators  Survey  -  for  professionals  working  with  students  or  pupils 

Two  JB  components  have  different  names  in  the  MBI-GS  than  in  other  MBI  versions: 

Cynicism  =  Depersonalization 

Inefficacy  =  Reduced  personal  accomplishment 
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Job  Burnout:  Other  Approaches 


Job  burnout  within  compassion  fatigue  framework  is  described  as  a  „feeling  of  hopelessness 
and  difficulties  in  dealing  with  work  or  in  doing  job  effectively"  (Stamm,  2010,  p.  13). 

-  Professional  Quality  of  Life  (ProQOL;  Stamm,  2010) 

The  exhaustion-focused  conceptualizations  of  job  burnout. 

Job  burnout  is  defined  "as  relating  to  individuals'  feelings  of  physical,  emotional,  and 
cognitive  exhaustion,  thus  focusing  on  continuous  depletion  of  the  individuals'  energetic 
coping  resources  resulting  from  their  chronic  exposure  to  occupational  stress"  Shirom  & 
Melamed,  2006,  p.  179). 

-  The  Shirom-Melamed  Burnout  Measure  (SMBM;  Shirom  &  Melamed,  2006) 

A  two-dimensional  job  burnout  framework  focuses  on  exhaustion  and  disengagement  from 
work,  defined  as  "distancing  oneself  from  one's  work  and  experiencing  negative  attitude 
toward  the  work  objects,  work  content,  or  one's  work  in  general"  (Demerouti,  Bakker, 
Vardakou,  &  Kantas,  2003,  p.  14). 

-  The  Oldenburg  Burnout  Inventory  (OLBI;  Demerouti,  Bakker,  Vardakou,  &  Kantas,  2003) 
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Self-Efficacy  Definition 


Self-efficacy  (S-E)  within  Social  Cognitive  Theory  is  conceptualized  as  a  personal  resource 
that  refers  to  "people's  beliefs  about  their  capabilities  to  produce  designated  levels  of 
performance  that  exercise  influence  over  events  that  affect  their  lives"  (Bandura,  1994,  p. 


The  context-specific  self-efficacy  demonstrates  stronger  associations  with  stress  outcomes 
than  self-efficacy  conceptualized  and  measured  as  a  general  construct  (Bandura,  1997). 
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Contradictory  Evidence 


Opposite  results  from  two  systematic  reviews  of  the  relationship  between  self-efficacy 
and  job  burnout: 

1.  Alarcon  et  al.,  2009:  The  strongest  associations  were  observed  between  self-efficacy 
and  one  of  the  job  burnout  components:  reduced  personal  accomplishment. 

(review  focused  on  teachers,  general  and  context-specific  self-efficacy  measures); 

2.  Brown,  2012:  The  associations  between  job  burnout  and  reduced  personal 
accomplishment  appeared  less  frequently  than  the  associations  between  self- 
efficacy  and  the  two  other  job  burnout  components 

(only  general  self-efficacy  measures). 

Conclusion:  Moderators  must  be  considered  in  the  following  reviews. 
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study  Aims 


To  systematically  review  and  meta-analyze  the  associations  between  self-efficacy  and  job 

burnout  (the  global  index  and  its  components). 

To  test  the  effects  of  moderators: 

a)  The  type  of  a  job  burnout  measure  (MBI-related  measures  versus  non-MBI-related 
measures); 

b)  The  type  of  a  self-efficacy  measure  (general  self-efficacy  scales  versus  context-specific 
self-efficacy  scales); 

c)  Occupation  (healthcare  providers  versus  teachers  versus  other  human  services 
workers); 

d)  Years  of  work  experience  (lower  33%  versus  middle  33%  versus  upper  33%); 

e)  Gender  (majority  of  male  [more  than  66%]  versus  equal  gender  proportion  [33%  -  66%] 
versus  majority  of  females  [more  than  66%]); 

f)  The  cultural  context: 

-  country  (Western  [e.g.,  U.S.  Spain,  Netherlands]  versus  other  countries  [e.g.,  China, 

Philippines,  Turkey]), 

-  language  (English  versus  non-English  languages). 
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Literature  Search 


•  Independent  studies  available  before  2013. 

•  Databases:  Search  Complete,  Agricola,  Business  Source  Complete,  ERIC,  Medline, 
PsychARTICLES,  PsychINFO,  Science  Direct,  SocINDEX,  and  Web  of  Knowledge. 

•  Combinations  of  the  keywords: 

•  self-efficacy  ("self-efficacy") 

•  job  burnout  ("burnout",  "burn  out",  and  "burn-out") 

•  Manual  searches  of  the  reference  lists  were  conducted. 

•  At  least  two  of  the  authors  were  involved  at  all  stages  of  data  extraction,  coding, 
synthesis,  and  analysis. 

•  Cochrane  systematic  review  method  was  applied  (Higgins  &  Green,  2008). 


The  initial  search  resulted  in  214  studies. 
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Inclusion/Exclusion  Criteria 


(a)  Self-efficacy  and  job  burnout  were  measured  at  some  time  point; 

(b)  The  relationship  between  self-efficacy  and  job  burnout  was  assessed  or  authors  provided 
appropriate  statistics  upon  request; 

(c)  Papers  reported  statistics  that  could  be  converted  into  Pearson's  coefficient  (e.g.,  f-test, 
f-test,  x^  Cohen's  d); 

(d)  Only  studies  on  workers; 

(e)  English-language  publication  restriction  was  applied  (although  the  measurement  itself 
could  be  in  a  non-English  language); 

(f)  Dissertations  and  book  chapters  were  excluded; 

(g)  Studies  applying  qualitative  methods,  narrative  reviews  were  excluded; 

(h)  When  two  or  more  studies  used  the  same  sample,  only  one  study  with  a  larger  sample 
size  was  included; 

(i)  When  multiple  studies  using  different  samples  were  reported  in  a  paper,  each  study  was 
included  as  an  independent  study. 
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Quality  criteria 


In  addition,  quality  criteria  were  applied.  Studies  were  qualitatively  evaluated  on: 

(a)  Whether  reliability  of  the  measures  was  reported; 

(b)  Whether  confounding  variables  were  controlled; 

(c)  Whether  randomized  sampling  was  used  to  draw  a  sample  from  its  population; 

(d)  Whether  demographics  of  a  sample  were  reported; 

(e)  Whether  a  study  objective  was  clearly  stated. 

Only  studies  that  met  at  least  four  criteria  were  included. 


The  selection  processes  resulted  in  60  studies  meeting  all  inclusion  criteria  and  quality 
criteria. 

However,  three  of  those  studies  were  excluded  from  further  analysis,  because  they  were 
identified  as  outliers  based  on  the  criteria  with  z-scores  greater  than  10  or  less  than  -10 
(Pietratoni  &  Prati,  2009;  Schwarzer  &  Hallum,  2008  [German  sample  only];  Schwerdtferger, 
Konermann,  &  Schonhofen,  2008) 

Thus,  57  original  studies  were  analyzed. 
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Selection  of  Studies 


k  =  214 


k  =  57 

www.swps.pl 
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Description  of  Analyzed  Material 


/f  =  57  original  studies. 

N  -  data  from  12,113,  workers  were  analyzed  . 

Sample  sizes:  varied  from  39  to  2,267  participants  (M  =  399.53,  SD  =  453.73). 

Age:  M  =  39.10;  SD  =  6.38;  range  =  25.50  -  56.00 

Years  of  work  experience:  M  =  12.16;  SD  =  5.59;  range  =  1.33  -  22.14 

Occupational  groups: 

•  Teachers  (50.88%;  k  =  29) 

•  Healthcare  providers  (29.82%;  k  =  17) 

•  Other  human  services  workers  (19.30%,  k  =  11) 

The  most  popular  scales: 

•  Job  burnout  was  measured  with  the  MBI  in  94.73%  of  studies  (k  =  54) 

•  Self-efficacy  was  measured  with  the  GSES  in  29.82%  of  studies  (k  =  17) 
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Description  of  Analyzed  Material 


Geography: 

•  12  studies  (21.05%)  in  North  America  (11  in  US,  1  in  Canada) 

•  6  studies  (10.52%)  in  Hong-Kong,  6  (10.52  %)  in  the  Netherlands,  6  (10.52%)  in  Spain 

•  5  studies  (8.77%)  in  Italy 

•  3  studies  (5.26%)  in  Israel,  3  (5.26  %)  in  Norway,  3  (5.26%)  in  UK 

•  2  studies  (3.50%)  in  Belgium 

•  1  study  (1.75%)  in  France,  1  (1.75%)  in  Ireland,  1  (1.75%)  in  Philippines,  1  (1.75%)  in 
Poland,  1  (1.75%)  in  Romania,  1  (1.75%)  in  Sweden,  1  (1.75%)  in  Syria,  1  (1.75%)  in 
Taiwan,  1  (1.75%)  in  Turkey 

Only  2  multi-country  studies  (3.50%)  -  1  in  EU,  1  in  Israel,  NZ  and  US. 

Language: 

•  An  English-language  version  of  the  questionnaires  was  applied  in  33.33%  (k  =  19)  of  the 
studies 

Only  in  1  study  (1.75%)  both  English  and  Chinese  versions  of  the  questionnaires  were 
applied. 
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SE-JB:  Overall  Effect  and  Measures  and  Occupation  as  Moderators 


r 

r  Range 

/•  95%  Cl 

k 

O 

fi% 

Fail-Safe  N 

Overall  effects 

SE-JB  1 

-327  1 

1  -.609 -.224 

-.366- 

-.288 

22.773 

57 

568.07*** 

90.14 

19.714 

SE  -  Exhaustion 

-.309 

-.549  -  .007 

-.345  - 

-.277 

16.492 

42 

236.83*** 

82.69 

3.282 

SE  -  Depeisoiiahzation''cymcisin 

-.322 

-.561  --.050 

-.372  - 

-.271 

16.201 

39  435.651*** 

91.28 

3.826 

SE  -  Lack  of  acconiplisluueuts  | 

H 

1  -.752  -  -.068 

-.532  - 

-.414 

12.543 

34 

542.94*** 

93.92 

10.802 

Moderator 

JB  measme 

MBI  meastues  | 

1  -.609-  224 

-.379- 

-.297 

18.879 

50 

449.40*** 

89.10 

13.783 

Other  meastues 

-.246 

-.553  -  .045 

-.348- 

-.139 

3.894 

7 

63.92*** 

90.61 

323 

SE  uieasiue 

General  SE 

-.301 

-.553-  -.122 

-.351- 

-.249 

9.416 

20 

121.90*** 

84.41 

3.554 

Specific  SE  1 

PI] 

1  -.609 -.224 

-.394- 

-.286 

13.3.57 

37 

415.13** 

91.33 

2.679 

Occupation 

Teachers  | 

1-3801 

1  -.598 -.224 

-.432  - 

-.326 

10.882 

29 

260.28*** 

89.24 

10.718 

Healthcare  providers 

-.264 

-.498  -  -.095 

-.302  - 

-.224 

8.615 

17 

43.60*** 

63.31 

1.948 

Other 

-.273 

-.609  -  .045 

-.375  - 

-.163 

3.557 

11 

113.13*** 

91.16 

592 
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SE-JB:  Other  Moderators 


r 

r  Range 

r  95%  Cl 

u 

k 

Q 

Fail-Safe  N 

Work  experience 

Less  than  9  years  (lower  33%) 

-21?. 

-.379  -  .045 

-.366- 

-.185 

3.219 

11 

10.19*** 

85.87 

581 

Between  9  and  14  years  (middle 

33%) 

-.265 

-.513 -.224 

-.372  - 

-.151 

4.336 

11 

137.21*** 

92.71 

732 

More  than  14  years  (liigher  33%)  | 

F'l 

-.598 --.149 

-.471- 

-.303 

3.458 

12 

87.46*** 

87.42 

1.538 

Country 

Western  | 

1  -.333  1 

-.609 -.045 

-.377  - 

-.289 

16.589 

41 

370.62*** 

89.21 

6.316 

Other 

-.305 

-.519 -.224 

-.408  - 

-.195 

5.i91 

13 

186.07*** 

93.55 

1.341 

Language 

English 

-.306 

-.609  -  .450 

-.372  - 

-.237 

5.661 

19 

123.42*** 

85.41 

1.916 

Other  1 

-.598 -.224 

-.387- 

-.288 

16.452 

36 

415.67*** 

91.58 

5.180 
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Summary  and  a  take-home  message 


•  The  meta-analysis  of  57  studies  indicated  a  moderate  association  between  self-efficacy 
and  job  burnout  (weighted  r  =  -.327);  these  two  concepts  shared  approximately  11% 
of  the  variance. 

->  JD-R  context;  there  is  a  direct  link  between  resources  (self-efficacy)  and  JB. 

->  We  know  nothing  about  the  causality  of  the  effect. 

->  The  relationship  is  moderated  by  several  factors. 


•  The  strongest  relationship  was  found  for  reduced  personal  accomplishment  and  self- 
efficacy 

(weighted  r  =  -.475,  and  23%  of  shared  variance). 

Some  conceptual  overlap  between  JB  and  SE  constructs  exists. 
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Appendix  XI:  Poster  Abstract:  SupportNet:  Preliminary  results  of  a  randomized  controlled  trial. 
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Background;  Behavioral  healthcare  providers  for  military  personnel  are  often  exposed  to  indirect 
trauma  through  their  work  with  clients;  the  rate  of  secondary  traumatic  stress  (STS)  among  these 
providers  has  been  estimated  at  19.2%.  Because  STS  is  highly  correlated  with  job  burnout,  these 
providers  experience  a  high  probability  of  suffering  the  effects  of  burnout.  Organizationally, 
burnout  is  a  critical  issue  because  it  may  lead  to  diminished  quality  of  care  and  high  turnover. 

We  developed  the  SupportNet  intervention  (website  and  professional  coaching)  to  reduce  job 
burnout  among  military  behavioral  healthcare  providers.  SupportNet,  based  on  the  theoretical 
framework  of  social  cognitive  theory,  utilizes  web-based  support  system  with  coaching  to 
enhance  self-efficacy  and  social  support. 

Objective;  This  study  examined  the  effectiveness  of  the  SupportNet  intervention  in  reducing  job 
burnout  among  military  behavioral  healthcare  providers  in  the  U.S.,  using  a  randomized 
controlled  trial  (RCT). 

Methods;  Participants  were  14  behavioral  healthcare  providers  (78.6%  female,  mean  age  =  48.00 
(SD  =  10.92))  working  with  military  personnel  in  the  U.S.  All  participants  completed  a  pre-RCT 
survey  measuring  job  burnout.  Participants  were  then  randomly  assigned  to  one  of  three  groups; 
Group  A  (five  participants)  worked  on  the  SupportNet  website  with  the  guidance  of  a 
professional  coach  for  eight  weeks.  Group  C  (five  participants)  worked  on  the  website  without 
coaching.  Group  B  served  as  a  delayed  treatment  control  group. 

At  the  completion  of  the  RCT,  participants  in  Groups  A  and  C  completed  a  post-RCT  job 
burnout  measure.  Approximately  eight  weeks  after  the  initial  pre-test,  participants  in  Group  B 
completed  a  second  survey  measuring  job  burnout,  and  began  working  on  the  website  with  coach 
guidance.  Following  completion  of  their  intervention  activities.  Group  B  participants  completed 
a  post-RCT  survey  measuring  job  burnout. 

Results;  To  compare  job  burnout  pre-  and  post-RCT  among  the  three  groups,  we  conducted  a  2 
(time;  pre-RCT  vs.  post-RCT)  by  3  (group)  mixed  model  analysis  of  variance.  For  Group  B 
(delayed  treatment),  job  burnout  scores  from  the  two  pre-RCT  measurements  were  used  as  a 
control  condition. 

Results  showed  no  significant  main  effect  for  time,  F(l,  11)  =  2.35,  p  =  .15,  partial  eta-squared  = 
.18.  The  main  effect  calculated  for  group  was  also  not  significant,  F(2,  11)  =  0.35,  p  =  .71,  partial 
eta-squared  =  .06.  Flowever,  the  interaction  effect  of  group  and  time  was  significant,  F(2,  11)  = 
6.97,  p  =  0.1,  partial  eta-squared  =  .56.  A  Scheffe’s  planned  follow-up  comparison  indicated  job 
burnout  significantly  decreased  from  pre-  to  post-RCT  in  group  A,  t(13)  =  3.99,  p  <  .01,  d  = 

1.54,  although  groups  B  and  C  did  not  exhibit  such  a  pre-  to  post-RCT  difference. 

Conclusion;  Results  indicated  the  SupportNet  intervention,  in  tandem  with  professional 
coaching,  was  effective  in  reducing  job  burnout.  Coaching  seems  to  be  an  important  catalyst 
encouraging  participants  to  engage  in  the  website,  and  serving  as  a  measure  of  accountability  for 
doing  so.  Flowever,  this  effect  limited  to  the  immediate  treatment  group.  We  will  explore  the 
implications  of  this  pattern  of  results. 
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Appendix  XII:  Poster  Abstract:  SupportNet  for  military  behavioral  healthcare  providers: 
Website  engagement  and  job  burnout. 
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Purpose.  SupportNet  intervention,  based  on  the  theoretieal  framework  of  soeial  eognitive 
theory,  utilizes  web-based  support  system  with  eoaehing  to  reduee  job  burnout  among  military 
behavioral  healtheare  providers.  This  study  examined  how  engagement  in  the  website  affeets 
reduetion  of  job  burnout  in  a  randomized  controlled  trial  (RCT). 

Methods.  Participants  were  14  military  behavioral  healthcare  providers  (80.0%  female, 
mean  age  =  48.67)  in  the  U.S.  They  completed  a  pre-RCT  survey  measuring  job  burnout. 
Participants  were  randomly  assigned  to  one  of  three  groups:  Group  A  worked  on  the  website 
with  coaching  for  eight  weeks;  Group  B  served  as  a  delayed  treatment;  Group  C  worked  on  the 
website  without  coaching.  At  the  completion  of  the  RCT,  participants  completed  a  set  of 
questionnaires  assessing  job  burnout  and  engagement  variables  (i.e.,  website  usage,  hours  spent 
on  the  SupportNet  website,  frequency  of  using  the  website). 

Results.  A  supervariable,  “engagement,”  was  created  using  a  principal  axis  factoring  on 
the  engagement  variables.  We,  then,  conducted  a  repeated  ANOVA  with  pre-  and  post-RCT  job 
burnout  as  within-subjects  variables  and  engagement  as  a  covariate.  Results  showed  a 
significant  interaction  effect  between  job  burnout  and  engagement,  F(l,  13)  =  5.06,  p  =  .04.  A 
follow-up  test  indicated  that  there  was  no  significant  difference  between  pre-  and  post-RCT  job 
burnout  when  engagement  was  at  one  standard  deviation  (SD)  below  the  mean,  t(14)  =  0.1 1,  p  = 
.92.  However,  the  difference  between  pre-  and  post-RCT  job  burnout  was  significant  when 
engagement  was  at  the  mean,  t(14)  =  2.17,  p  =  .05,  and  at  one  SD  above  the  mean,  t(14)  =  3.13,  p 
=  .01. 

Conclusions.  Findings  indicated  that  job  burnout  decreased  as  engagement  increased. 
Participants’  engagement  was  driven  by  the  guidance  of  coaching  that  seems  to  be  an  important 
catalyst  encouraging  participants  to  engage  in  the  website. 

3  learning  objectives. 

“The  participant  shall  be  able  to. . .” 

•  Reduce  job  burnout  after  the  SupportNet  intervention. 

•  Increase  self-efficacy  through  goal  setting,  one  of  the  major  components  of  the 

SupportNet  intervention. 

•  Learn  about  job  burnout  in  the  SupportNet  intervention. 
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Appendix  XIII:  Poster  abstract:  The  relationship  between  web  intervention  engagement  and  job 
burnout:  A  moderated-mediation  model  using  technology  readiness  and  job  burnout  self- 
efficacy. 
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The  purpose  of  this  study  was  to  examine  the  meehanism  of  web  engagement  involving  job 
burnout  (JB)  and  job  burnout  self-effieaey  (JBSE)  from  a  soeial  eognitive  theory  (SCT) 
framework.  In  SCT,  self-effieaey  is  a  key  eomponent  of  self-regulation  when  eoping  with  life 
demands.  We  tested  an  indirect  effect  of  JBSE  in  the  relationship  between  JB  and  web 
intervention  engagement  using  a  moderated-mediation  model.  We  used  technology  readiness 
(TR)  as  a  moderator  in  this  analysis.  A  sample  of  79  military  mental  health  providers  (mean  age 
=  50.1 1  years  old  [SD  =  12.16],  65.8%  female)  was  assessed  using  measures  of  JB,  JBSE,  TR, 
and  web  intervention  engagement.  Results  showed  an  indirect  pathway  from  JB  to  web 
intervention  engagement  through  JBSE  was  significant  when  moderated  by  TR.  There  was  a 
significant  indirect  effect  of  BSE  on  the  relationship  between  JB  and  engagement  for  individuals 
with  high  levels  of  TR  (Bootstrapping  ECI  =  -.034,  UCI  =  -.003).  This  relationship  was 
insignificant  for  individuals  with  low  levels  of  TR  (Bootstrapping  ECI  =  -.008,  UCI  =  .010). 
Self-regulation  through  perceptions  of  coping  competence  may  play  an  important  role  in  web 
intervention  engagement,  depending  on  level  of  perceived  technological  readiness.  Clinical  and 
theoretical  implications  will  be  discussed. 
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Appendix  XIV:  Poster  Abstract:  Effects  of  sexual  assault  history  on  the  relationship  between 
secondary  traumatic  stress,  job  burnout  self-efficacy,  and  burnout  for  military  mental  health 
providers. 
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Mental  health  providers  with  a  sexual  assault  (SA)  history  are  at  greater  risk  for  seeondary 
traumatie  stress  (STS)  and  job  burnout  (JB).  Job  burnout  self-efficacy  (JBSE)  may  serve  as  a 
mediating  mechanism  between  STS  and  JB.  These  variables  were  examined  for  military  mental 
health  providers  with  a  SA  history.  It  was  predicted  that  (a)  STS  would  predict  lower  levels  of 
JBSE,  (b)  higher  levels  of  JBSE  would  predict  lower  levels  of  JB,  and  (c)  that  SA  status  would 
moderate  whether  JBSE  mediates  the  relationship  between  STS  and  JB.  These  data  come  from 
the  baseline  assessment  part  of  an  on-going  longitudinal  study.  All  on-post  Army  mental 
healthA)ehavioral  health  providers  and  select  western  region  Tricare  providers  were  sent  an  email 
describing  the  focus  of  the  study  and  the  study  link.  Participants’  age  ranged  from  29  to  80  years 
old,  65%  were  female,  and  50%  had  a  doctorate  degree.  A  moderated-mediation  analysis  found  a 
statistically  significant  negative  relationship  between  STS  and  JBSE,  as  was  the  relationship 
between  JBSE  and  JB.  SA  was  a  statistically  significant  moderator  of  the  relationship  between 
STS  and  JB  where  JBSE  was  the  mediator,  suggesting  that  JBSE  serves  a  self-regulatory  role  by 
which  STS  relates  to  JB  in  providers  with  a  SA  history.  These  providers  may  have  unique 
challenges  and  self-regulatory  processes  related  to  STS  and  JB  that  should  be  explored  further. 
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Appendix  XV:  Report:  Process  and  Outcome  Evaluation  for  SupportNet. 
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Executive  Summary 


The  process  and  outcome  evaluation  of  the  SupportNet  project  demonstrates  that  the 
objectives  of  the  program  are  partially  being  met.  The  SupportNet  intervention  aims  to  alleviate 
burnout  and  secondary-traumatic  stress  (STS)  among  military  mental  health  providers,  who  work 
with  returning  service  members  or  combat  veterans  suffering  from  traumatic  stress  through  use 
of  a  website  with  different  components  (goal-setting,  life-balance  wheel,  social  networking, 
resource-room,  self-assessment,  and  take-5), and  SupportNet  coaching  sessions.  The  intervention 
was  designed  using  Social  Cognitive  Theory  as  a  framework  for  providing  support  for  military 
behavioral  health  providers  by  promoting  secondary  traumatic  growth  and  work  engagement  by 
increasing  their  environmental  support,  coping  self-efficacy,  and  self-care  behaviors. 

SupportNet  staff  and  mental  health  providers  in  the  RCT  participated  in  the  program 
evaluation.  Process  and  outcome  evaluation  data  consisted  of  quantitative  and  qualitative  data 
from  both  the  SupportNet  staff  and  participants,  in  addition  to  website  usage  tracking  data  for 
users.  Data  were  collected  from  December  2012  through  June  2014.  The  following  components 
were  measured  and  assessed  as  part  of  the  process  evaluation: 

•  Fidelity  to  treatment:  SupportNet  project  demonstrated  adequate  fidelity  to  treatment. 
SupportNet  outcomes  were  not  statistically  significantly  different  from  pre-  to  post 
intervention,  but  the  data  showed  trends  in  the  hypothesized  directionality  for  all  outcomes 
except  for  work-engagement.  Overall,  participants  partially  agreed  SupportNet  improved 
their  ability  to  cope  with  work  stress,  but  were  ambivalent  about  the  intervention’s  role  in 
improving  their  professional  relationships. 

•  Implementation  fidelity:  The  SupportNet  intervention  was  shown  to  be  implemented  as 
planned.  In  the  RCT  phase  of  the  project,  the  SupportNet  staff  was  responsive  and  adaptive 
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to  change  throughout  the  implementation  proeess.  While,  impaet  evaluations  were  unable  to 
be  eonducted,  video  was  not  used  as  a  channel  for  delivery,  the  intervention  focus  shifted 
from  STS  to  burnout,  and  off-base  providers  were  included.  Social  Cognitive  Theory  was  a 
strong  guiding  force  in  the  development  and  implementation  of  SupportNet,  which  was  seen 
by  many  SupportNet  staff  as  being  a  major  strength  of  the  projeet.  Additionally,  the  staff 
were  seen  as  being  responsive  to  the  process 

•  Dose  delivered:  Teehnical  difficulties  and  nonuse  of  video  modality  aside,  all  intended 
SupportNet  intervention  components  were  implemented  according  to  plan. 

•  Dose  received:  Participants  who  engaged  the  most  with  the  intervention  and  reeeived 
coaehing  (M=  69.50,  SD  =  7.29)  showed  higher  satisfaction  with  the  intervention.  Twenty- 
one  participants  (35%)  actually  logged  onto  the  website  for  20  minutes  or  longer.  15  (25%) 
partieipants  eompleted  the  post-intervention  outcome  measures,  1 1  (28%)  partieipated  in  the 
SupportNet  coaehing  protocol.  Participants  cited  the  usefulness  of  the  life -balance  wheel 
and  the  goal-setting  modules,  and  enhanced  self-care  as  being  the  usefulness  of  the  website. 

•  Reaeh  and  recruitment:  A  convenienee  sample  was  recruited  through  cold  calls  made  to 
military  mental  health  providers  nationally  and  through  research  solicitations  posted  on 
professional  Listservs.  The  pre-intervention  response  rate  was  lower  than  expeeted; 
however,  60  participants  were  ineluded  in  the  RCT,  as  planned  due  to  burnout  cut-off  scores 
(^  2)  being  adjusted  to  include  the  minimum  number  of  participants  in  the  RCT  and  thus,  it 
was  unclear  whether  those  who  were  included  were  actually  in  risk  of  burnout  and  a  part  of 
the  SupportNet  intervention’s  target  population. 

•  Context:  The  project  was  challenged  by  the  task  of  recruiting  providers  who  were  at  risk  of 
burnout  to  participate  in  an  intervention  that  required  a  time  commitment.  It  is  possible  that 
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participants  did  not  engage  with  the  SupportNet  intervention  as  a  function  of  their  level  of 
burnout.  Laek  of  military  support  was  cited  by  staff  as  being  a  barrier  to  the  projeet  that 
likely  affected  recruitment.  Finally,  the  time  of  reeruitment  for  the  RCT  eoincided  with  the 
2-week  government  shutdown  in  Oetober  2013,  which  resulted  in  government  employees 
being  furloughed.  Since  the  project  itself  was  funded  by  the  Department  of  Defense,  the 
project  was  likely  affeeted  through  eontraet  delays  and  limited  ability  to  reeruit  providers 
working  for  the  military. 

As  noted  above,  outeomes  did  not  show  statistieally  significant  differences  from  pre-  and 
post-intervention;  however  all  outcomes,  exeept  for  work  engagement,  trended  in  their  expeeted 
direetions  with  Cohen’s  d  effect  sizes  ranging  from  medium  to  large.  Outcomes  were  likely 
affected  by  the  small  sample  size  at  post-intervention,  in  addition  to  the  low  inclusionary  cut-off 
for  the  burnout  measure.  While  outcomes  of  the  SupportNet  project  did  not  garner  the  effects 
expected  these  initial  results  highlight  the  potential  effieaey  of  the  intervention  in  the  future. 
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Process  and  Outcome  Evaluation  for  SupportNet 


The  SupportNet  intervention  aimed  to  assist  mental  healtheare  providers  in  redueing  potential 
job  burnout  and  seeondary  traumatie  stress  (STS)  through  improved  soeial  support  and  self- 
effieacy  is  nearing  its  implementation  phase.  As  required  by  the  granting  ageney,  an 
independent  external  program  evaluation  was  required.  The  proeess  evaluation  of  the 
SupportNet  project  was  primarily  for  summative  purposes,  but  it  may  also  serve  formative 
purposes  in  future  replication  of  the  intervention. 

Process  evaluations  are  typically  used  to  determine  the  extent  to  which  the  intervention  is  being 
delivered  and  implemented  according  to  the  stipulations  enumerated  in  the  program 
proposal.  During  the  development  and  implementation  stages  of  the  program,  process  evaluators 
uses  a  systematic  measurement  to  assess  how  well  the  program  is  meeting  its  specified  goals,  the 
extent  to  which  the  program  is  reaching  the  intended  target  group,  and  how  satisfied  participants 
are  with  the  program.  In  addition,  process  evaluation  results  may  be  used  to  make  changes  in  the 
delivery  or  content  of  the  implementation  to  improve  the  intervention(s).  The  following  section 
briefly  reviews  the  SupportNet  project,  its  ideal  implementation,  and  then  outlines  the  specific 
questions  answered  and  methods  to  that  were  employed  in  that  evaluation.  Change  scores  on  the 
described  measurement  methods  constituted  the  outcome  evaluation  component. 

SupportNet  Project 

The  SupportNet  project  attempts  to  provide  an  integrated  approach  to  helping  prevent  and 
treat  job  burnout  and  STS  among  military  mental  health  care  providers.  From  a  social-cognitive 
theory  perspective  (Bandura,  1997),  the  proposed  website  and  integrated  treatment  would 
enhance  the  perceived  social  environmental  support,  enhance  coping  self-efficacy  to  handle 
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work-related  stress,  and  facilitate  the  setting  and  mastering  of  goals  (both  professional  and 
personal). 

Effectiveness  of  the  intervention  was  to  be  demonstrated  by  reducing  participants’  scores 
on  measures  of  job  burnout  and  STS  and  increasing  positive  outcomes,  including  work 
engagement  and  coping  self-efficacy.  Through  the  use  of  randomized  clinical  trials  (RCTs),  the 
project  developers  intended  to  demonstrate  the  effectiveness  of  the  intervention  on  these  key 
outcome  variables  after  utilizing  the  website  for  a  specified  time  period  (eight  weeks). 

The  primary  stakeholder  groups  include  the  SupportNet  researchers  and  staff  as  well  as 
the  participants  in  the  RCTs.  The  secondary  stakeholders  include  the  U.S.  Army  Behavioral 
Health  Department  associated  with  Evans  Army  Community  Hospital,  Eort  Carson,  the 
Department  of  Defense,  military  clients,  spouses  and  colleagues  of  primary  stakeholders. 
Although  an  impact  evaluation  was  not  performed  on  these  stakeholder  groups. 

Complete  and  Acceptable  Program  Delivery 

The  ideally  implemented  SupportNet  program  was  expected  to  utilize  all  components  of 
the  intervention,  including  the  online  components  (e.g.,  social  networking  platform,  self- 
assessment,  etc.)  and  getting  personalized  coaching  for  two  of  the  three  groups  in  the  RCT  from 
a  designated  SupportNet  behavioral  health  clinician.  The  website  was  to  deliver  the  majority  of 
the  components  via  modules  available  from  the  home  page.  The  modules  included:  Self- 
Assessment,  Goal  Setting,  Eife-Balance  Wheel,  Take  5,  and  Eibrary/Resource  Room 
(psychoeducation).  Through  the  Social  networking  platform,  providers  had  the  ability  to  locate 
social  support  from  designated  mentors  and  coaches.  Mentors  refer  to  other  system  users 
(providers)  who  have  identified  themselves  as  having  a  specialized  expertise  in  a  given  area  and 
were  willing  to  provide  mentorship  to  other  system  users.  Mentors  were  identified  as  being 
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individuals  who  showed  high  work  engagement  and  low  risk  for  burnout  in  their  pre-intervention 
test  seores.  Coaches  refer  to  a  SupportNet  behavioral  health  clinician  who  provided  coaching 
services  to  system  users.  The  social  networking  platform,  website  modules,  and  coaching  are 
discussed  in  more  detail  below. 

Social  Networking  platform.  A  major  overarching  component  of  the  SupportNet  website  was 
the  social  support  it  provides.  Social  support  from  personal  and  professional  mentors  was 
accomplished  via  the  social  networking  platform.  Individuals  had  the  opportunity  to  seek  out 
mentors  related  to  areas  of  interest  and  professional  problems  they  are  facing.  All  participants 
were  asked  to  indicate  areas  of  expertise,  so  they  may  function  as  mentors  to  other  providers. 

The  social  networking  platform  was  to  provide  an  engaging,  rich,  helpful  experience  for  its  users 
and  increase  providers’  perceived  social  support. 

Goal  Setting  and  Life  Balance.  Goal  setting  is  another  important  component  of  the  intervention 
that  should  function  to  increase  participants’  self-efficacy  through  mastery  experiences.  Based  on 
the  self-assessment  and  consultation  with  a  designated  coach,  providers  were  to  create  their  own 
professional  and/or  personal  goals,  share  them  with  their  social  network  (if  desired),  track 
progress,  and  specify  rewards  for  goal  completion. 

A  life  balance  wheel  allowed  providers  to  identify  and  assess  values  and  key  areas  of  their  lives 
and  functioned  to  guide  goal  setting  in  various  life  domains.  The  domains  of  the  life  balance 
wheel  included  Home/Physical  Environment,  Health  &  Fitness,  Learning  &  Growth, 
Career/Work,  Money/Finance,  Family/Friend/Partner/Love  Relationships,  Fun,  and  Spirituality. 
For  each  domain,  providers  rated  their  current  level  of  satisfaction  and  their  desired  level  of 
satisfaction.  They  were  also  able  to  set  goals  to  improve  in  areas  in  which  they  desire  more 
satisfaction. 
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Self-Assessment,  The  assessment  module  should  allow  providers  to  eomplete  self-report 
questionnaires  that  provide  a  reliable  and  valid  measure  of  their  behavior  or  functioning  in  the 
following  areas:  social  support,  burnout,  coping  self-efficacy,  secondary  traumatic  stress, 
perceived  stress,  and  work  engagement.  The  providers  received  immediate  feedback  as  to  their 
scores  and  were  able  to  track  their  scores  over  time  if  they  completed  the  measures  repeatedly. 
Feedback  was  provided  based  on  their  scores,  and  directed  providers  to  other  modules  of  the 
website  that  may  be  appropriate  for  their  specific  needs. 

Resource  Room,  Psychoeducation  should  supplement  the  interactive  activities  by  contributing 
to  participants’  knowledge  of  a  variety  of  relevant  topics,  including  STS,  secondary  traumatic 
growth,  job  burnout,  work  engagement,  social  support,  self-efficacy,  self-care,  well-being,  and 
work/life  balance.  The  SupportNet  resource  room  content  provided  a  resource  for  providers  to 
learn  more  information  about  relevant  topics  to  increase  their  awareness  of  issues  such  as 
burnout  and  STS  as  well  help  facilitate  accomplishing  their  goals.  The  resource  room  also  was  to 
provide  information  about  evidence-based  treatments  to  improve  clinical  skills.  The  content  was 
provided  by  the  SupportNet  team  and  was  ideally  expected  to  be  updated  to  stay  current  with 
research  and  publications. 

Coaching,  Each  provider  was  assigned  a  coach  to  assist  in  the  setting  and  achieving  of  personal 
goals.  Ideally,  each  provider  in  Trial  Groups  A  and  B  was  expected  to  utilize  and  benefit  from 
the  six  sessions  with  their  designated  SupportNet  behavioral  health  clinician.  Potential  modalities 
of  communication  between  providers  and  coaches  included  speaking  on  the  telephone.  If 
needed,  referrals  for  personal  therapy  in  some  instances  were  planned  to  be  offered  to  providers. 
Personal  therapy  was  to  be  provided  by  a  referred  party,  not  a  SupportNet  staff  member; 
however,  this  did  not  occur  during  the  RCT. 
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Process  Evaluation  Questions  and  Methods 

Steckler  and  Linnan  (2002)  specified  seven  components  to  be  measured  and  evaluated  in  process 
evaluations  of  public  health  interventions,  including  context,  reach,  recruitment,  dose  delivered, 
dose  received,  fidelity  to  treatment,  and  implementation.  Based  on  the  recommendations  of 
Saunders,  Evans,  and  Joshi  (2005),  the  process  evaluation  plan  included  the  following 
components:  implementation  fidelity,  dose  delivered,  dose  received,  recruitment,  reach,  and 
context.  Each  of  these  components  is  detailed  below. 

Fidelity.  The  implementation  of  the  intervention  reflects  the  extent  to  which  the  intervention  has 
been  applied  and  received  by  the  target  population.  The  fidelity  refers  to  what  constitutes  high 
quality  implementation  (Saunders  et  al.  2005).  Eidelity  means  the  extent  to  which  the 
intervention  was  delivered  as  intended,  and  represents  a  measure  of  quality  and  integrity  of  the 
intervention  as  planned  by  its  developers  (Steckler  &  Einnan,  2002).  The  SupportNet 
intervention  utilized  social  cognitive  theory  as  a  framework  for  providing  benefits  to  primary 
caregivers  within  the  military.  As  outlined  in  its  proposal,  SupportNet  should  reduce  burnout 
and  secondary  traumatic  stress  and  promote  secondary  traumatic  growth  and  work  engagement 
by  improving  environmental  support,  coping  self-efficacy,  and  self-care  behaviors  and  skills. 
Erom  a  social-cognitive  perspective,  the  fidelity  of  the  SupportNet  project  is  defined  as  the 
extent  to  which  the  intervention  improved  mental  health  care  providers’  perceived  efficacy  to 
cope  with  the  demands  of  their  jobs  and  utilize  personal  and  professional  resources  effectively. 
To  measure  this,  participants  were  asked  to  what  extent  the  intervention  succeeds  in  improving 
work  engagement,  coping  self-efficacy,  and  self-care  behaviors.  Additionally,  SupportNet  staff 
was  asked  via  self-report  questionnaire  delivered  via  email  regarding  their  perceptions  of  how 
the  SupportNet  project  was  reaching  its  intended  goals. 
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Adherence  measures  the  extent  to  which  participants  followed  the  intervention  as  intended. 
Adherence  is  of  particular  concern  for  web-based  intervention  research,  for  attrition  can 
undermine  the  statistical  power  of  the  results  and  the  generalizability  of  the  study.  Quantitative 
measures  of  adherence  include  number  of  logins,  completed  modules  or  activities,  visits  and 
posts  to  forums,  and  self-reported  completion  of  activities  in  daily  life  away  from  the  program 
(Donkin,  et  ah,  2011).  In  their  review  of  e-therapies,  Donkin  et  ah,  concluded  that  module 
completion  was  most  consistently  related  to  outcomes  in  psychological  health  interventions,  and 
number  of  logins  was  most  related  to  outcomes  in  physical  health  interventions.  Tracking 
participant  usage  of  the  site  was  a  crucial  component  in  the  development  and  ongoing  process 
evaluation  of  this  web-based  intervention.  Implementation  fidelity  was  measured  by  the 
following  process  evaluation  questions: 

1.  To  what  extent  was  the  intervention  implemented  as  planned? 

Measured  by:  SupportNet  staff  report  and  process  evaluation;  participant  self-report 
questionnaire 

2.  To  what  extent  was  the  intervention  implemented  consistently  with  the  underlying  theory? 
Measured  by:  SupportNet  staff  report  and  process  evaluation 

Dose  delivered.  The  dose  delivered  refers  to  the  amount  of  intended  units  of  the  intervention 
provided  to  participants.  Measuring  dose  delivered  of  an  intervention  was  accomplished  by 
answering  the  following  question: 

3.  To  what  extent  were  all  of  the  intended  components  of  the  SupportNet  intervention 
implemented? 

Measured  by:  Usage  tracking  data;  participant  self-report  questionnaire 
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Each  participant’s  number  of  logins,  total  amount  of  time  spent  on  the  site,  module  eompletion, 
and  time  spent  engaged  with  each  component  all  function  as  quantitative  indicators  of  meeting 
this  objective.  Various  multimedia  channels  were  utilized  in  delivery  of  the  internet  component 
of  the  intervention  to  enhance  user  engagement.  SupportNet  proposed  several  delivery 
modalities  to  be  used,  ineluding  but  not  limited  to:  audio,  video,  email  correspondence  and 
support,  and  discussion  threads.  Dose  delivered  means  the  amount  of  intended  units  of  the 
intervention  provided  to  participants,  whereas  the  dose  reeeived  refers  to  the  amount  of  units  of 
the  intervention  partieipants  were  actually  exposed  to. 

Dose  received.  Related  to  partieipant  engagement  in  the  program,  dose  received  refleets  the 
extent  to  whieh  participants  used  modules,  resources,  or  techniques  recommended  by  the 
program  (Murta,  Sanderson  &  Oldenburg,  2007).  The  dose  reeeived  represents  the  extent  to 
whieh  participants  actively  engaged  in  the  intervention  and  interaeted  with  the  delivered 
intervention  components.  Dose  reeeived  ean  be  conceptualized  as  containing  elements  of  both 
exposure  and  satisfaction  (Saunders  et  ah,  2005). 

Interactivity  in  an  online  intervention  includes  providing  feedback  and  tailoring  content  to 
individual  users,  active  participation  as  opposed  to  passive  user  behavior,  inereases  user  eontrol 
and  involvement  in  deeision  making,  and  real-time  responsiveness  (synchronicity).  The  degree 
of  synchronicity  refers  to  the  timing  and  responsiveness  in  communieation,  feedback  and  support 
from  professional  clinieians,  other  users,  or  from  the  program  itself  (Proudfoot  et  ah,  2011). 
Synchronous  communication  is  immediate,  sueh  as  real-time  chat  via  Skype  or  some  similar 
programs.  Asynchronous  communication  is  delayed,  such  as  email  responses  and  blogs  or 
forums.  In  the  SupportNet  intervention,  the  use  of  email  and  posting  on  the  social  network 
represent  asynchronous  communication.  Feedback  on  self-assessments  was  considered 
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synchronous.  Consistent  with  researchers’  recommendation  for  interactivity  (Proudfoot  et  ah, 
2011),  SupportNet  offered  modules  with  interactive  elements,  such  as  self-assessment,  goal 
setting,  life-balance  wheel,  tailored  feedback  and  the  resource  room. 

4.  To  what  extent  were  participants  satisfied  with  the  intervention  received? 

Measured  by:  Participant  self-report  questionnaire  and  qualitative  report 

5,  To  what  extent  did  participants  use  the  various  components  of  the  SupportNet  intervention? 

Measured  by:  Participant  self-report  questionnaire  and  usage  tracking  data 

6.  Did  the  participants  find  the  intervention  components  useful? 

Measured  by:  Participant  self-report  questionnaire  and  qualitative  report 
Reach  and  Recruitment,  Reach  refers  to  the  proportion  of  the  target  population  that  participates 
in  the  intervention.  The  target  population  should  be  defined  in  terms  of  demographic  factors, 
symptoms  or  problem  area,  psychological  indices  (e.g.,  self-efficacy,  motivation,  and  locus  of 
control),  and  technological  considerations  (e.g.,  computer  ability)  (Proudfoot  et  ah,  2011). 

Reach  can  be  determined  by  registering  the  number  of  invitations  sent  and  the  characteristics  of 
the  participants.  Reach  also  refers  to  the  accessibility  of  the  intervention;  the  way  by  which 
participants  accessed  the  intervention  must  be  clearly  defined  as  well  as  eligibility  and  exclusion 
criteria  (Proudfoot  et  ah,  2011).  An  additional  consideration  for  internet  interventions  is 
readiness  for  mass  dissemination,  including  information  about  the  capacity  for  the  program  to  be 
released  on  a  larger  scale  and  reach  a  wider  audience  (Proudfoot  et  ah,  2011).  A  primary 
objective  in  the  outcome  evaluation  is  to  provide  recommendations  for  potential  replication  to 
other  military  posts.  Relatedly,  recruitment  refers  to  procedures  used  to  attract  participants,  and 
it  can  occur  at  the  individual  and  organizational  level. 

7.  Was  the  intervention  delivered  to  the  minimum  number  of  participants? 
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Measured  by:  Demographic  information;  usage  tracking  data 
8,  What  procedures  were  followed  to  recruit  participants? 

Measured  by:  SupportNet  staff  report  and  process  evaluation 
Context.  Context  refers  to  aspects  of  the  larger  social,  political,  and  economic  environment  that 
may  have  influenced  implementation  of  the  intervention  (Steckler  &  Linnan,  2002).  Regarding 
the  SupportNet  project,  the  larger  context  of  the  military  culture  in  general  and  Fort  Carson 
specifically,  was  considered.  Data  sources  for  context  included  SupportNet  staff,  participants, 
and  key  informants  from  Fort  Carson  and  Evans  Army  Community  Hospital. 

Method 

Participants/Stakeholders 

The  primary  stakeholders  included  the  SupportNet  researchers  and  staff  as  well  as  the 
participants  in  the  RCT.  The  secondary  stakeholders  included  Evans  Army  Community 
Hospital,  Eort  Carson,  the  Department  of  Defense,  military  clients,  spouses  and  colleagues  of 
primary  stakeholders. 

Measures 

SupportNet  Staff  Report,  The  project  developers,  researchers,  and  other  staff  members  who 
contributed  to  the  development  and  implementation  of  the  SupportNet  project  were  asked 
questions  that  relate  to  answering  the  process  evaluation  questions  outlined  above.  This  brief 
questionnaire  contained  both  quantitative  and  qualitative  measures  of  each  individual’s  role  in 
the  project,  perceived  barriers  to  ideal  project  implementation,  and  confidence  in  the  project 
reaching  its  goals  (see  Appendix  A).  The  quantitative  portion  consisted  of  seven  items  that  were 
measured  with  a  6-point  Eikert-type  scale  (1  =  Strongly  Disagree  to  6  =  Strongly  Agree). 
Additionally,  a  more  in-depth  open-ended  questionnaire  functioned  to  obtain  more  detailed. 
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qualitative  data  related  to  the  SupportNet  projeet  development,  implementation,  and  its  progress 
in  reaching  its  goals.  Staff  members  were  asked  about  perceived  obstacles  to  ideal 
implementation  of  the  project  so  that  potential  barriers  may  be  addressed.  This  self-report  from 
the  staff  was  specifically  useful  in  informing  questions  1,  2,  and  8  specified  above  in  the  process 
evaluation  questions  and  methods  section  (See  Table  1  below). 

Participant  Report/Online  Questionnaire.  A  comprehensive  questionnaire  was  given  to  all 
participants  after  the  intervention.  Part  of  this  comprehensive  questionnaire  was  developed  by 
the  SupportNet  team,  and  it  measures  responses  to  specific  aspects  of  the  intervention.  These 
items  measure  knowledge  and  skills  gained  and  perceived  behavioral  changes.  Additionally,  the 
program  evaluation  team  added  to  this  comprehensive  questionnaire,  the  SupportNet  Satisfaction 
Inventory  (SSI),  which  included  items  that  assessed  overall  program  satisfaction  (see  Appendix 
D).  Participants’  attitudes  toward  the  quality  and  content  of  the  intervention  as  a  whole  were 
assessed  in  this  longer,  more  in-depth  questionnaire.  Questions  were  answered  by  a  7-point  scale 
ranging  from  (1  =  Strongly  Disagree  to  7  =  Strongly  Agree).  Lastly,  the  online  questionnaire  also 
provided  the  opportunity  for  participants  to  offer  additional  feedback  in  their  own  words. 
Participants  were  asked  to  provide  suggestions  and  comments  on  the  program  as  a  whole  as  well 
as  for  specific  components  of  the  intervention. 

Participant  Feedback  on  Website.  Participants  had  the  opportunity  to  choose  to  give  feedback 
when  interacting  with  the  website.  Participants  could  choose  to  give  feedback  specific  to 
different  components  of  the  website  (e.g.,  resource  room,  goal  setting,  etc.),  or  provide  general 
feedback  for  the  website  as  a  whole.  There  was  space  given  for  qualitative  prose  if  the 
participant  wished  to  add  comments  or  suggestions  related  to  the  program.  The  feedback  section 
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was  made  accessible  for  participants  to  choose  to  opt-in  to  fill  out,  but  was  not  be  a  required  part 
of  the  intervention. 

Usage  Tracking  Data.  The  prescribed  and  actual  frequency  of  use  of  the  site  and  the  modules 
within  it  should  be  tracked  (Proudfoot  et  ah,  2011).  Key  indicators  for  the  process  evaluation 
included:  (1)  Number  of  logins,  (2)  Total  amount  of  time  spent  on  website,  (3)  Number  of 
components  (modules)  accessed,  (4)  Time  spent  on  each  component,  (5)  Traffic,  and  (6) 
Attrition.  Regarding  attrition,  demographic  information  was  obtained  from  those  participants 
who  drop  out  so  systematic  attrition  could  be  ruled  out  or  verified. 

Demographic  Information.  Demographic  information  was  obtained  from  all  participants  to 
assess  the  extent  to  which  the  sample  represented  the  target  population  of  interest  and  to 
determine  the  generalizability  of  the  findings.  Furthermore,  demographic  information  informed 
the  researchers  of  the  readiness  of  the  site  for  replication  to  other  military  posts.  The 
demographic  information  was  obtained  from  all  participants  as  part  of  the  intervention,  in  which 
case  there  was  not  a  need  to  reassess  for  demographic  information  as  part  of  the  process 
evaluation.  Key  demographic  factors  that  were  obtained  include  age,  gender,  education  level, 
current  position  (credentials),  years  of  experience  in  their  field,  and  trauma  training  (yes/no). 
Additional  factors  of  interest  included  personal  experience  with  trauma  and  military  status. 
Procedure  and  Design 

The  first  SupportNet  staff  report  and  process  evaluation  questionnaire  was  emailed  to  the 
individual  SupportNet  staff  members  in  December,  2012.  The  second  SupportNet  staff  report 
and  process  evaluation  questionnaire  was  sent  out  a  second  time  in  September,  2013. 

A  delayed  treatment  paradigm  was  used  to  deliver  the  SupportNet  intervention  to  three 
experimental  groups  of  participants.  In  this  way,  the  initial  control  group  of  participants  became 
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the  experimental  group  in  the  second  trial.  For  each  trial  of  the  intervention,  the  participants  in 
the  experimental  group  received  the  online  comprehensive  questionnaire  at  specified  time 
periods.  The  timing  of  data  collection  was  proposed  to  occur  at  three  time  periods  for  each 
experimental  group.  The  first  occurred  prior  to  starting  the  intervention.  The  second  was 
delivered  to  participants  at  the  termination  of  the  intervention,  and  this  was  considered  part  of  the 
outcome  evaluation.  Lastly,  the  participants  were  given  the  questionnaire  at  two-month  follow¬ 
up  after  intervention  completion;  however,  results  of  the  two-month  follow-up  were  not 
incorporated  into  the  current  evaluation. 

Outcome  evaluation 

Outcome  evaluation  involved  use  of  statistical  methods  to  determine  treatment  effectiveness  on 
the  target  group.  Quantitative  outcome  measures  taken  after  the  intervention  allowed  the  current 
researchers  to  assess  the  extent  to  which  the  stakeholders  change  over  time,  presumably  as  a 
result  of  the  intervention.  In  the  SupportNet  outcome  evaluation,  it  was  important  to  consider 
the  design  of  the  study,  including  a  control  group  for  comparison,  random  assignment,  pre  and 
post-tests,  and  adequate  sample  size.  Attrition  is  a  common  problem  with  online  interventions, 
so  it  was  crucial  to  anticipate  attrition  when  determining  sample  size  and  to  maintain  frequent 
contact  with  participants  to  keep  them  engaged  (Chiu  &  Eysenback,  2010).  Outcome  measures 
assessed  whether  target  goals  have  been  achieved.  Measures  of  STS  and  job  burnout  are 
discussed  in  the  SupportNet  proposal.  Additionally,  positive  outcome  measures  are  included, 
such  as  work  engagement  and  coping  self-efficacy. 

Effectiveness 

In  assessing  effectiveness,  researchers  were  expected  to  report  routine  outcome  measurements, 
participants’  adherence  to  the  intervention,  and  information  about  the  generalizability  of 
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intervention’s  effeetiveness  in  a  real  world  context  (Proudfoot  et  al.,  2011).  Indices  of  an 
intervention’s  effectiveness  include  improvements  in  users’  symptoms,  behavior,  functioning 
and  quality  of  life  (Proudfoot).  As  outlined  in  the  proposal,  the  participants  were  measured  on 
job  burnout,  STS,  work  engagement,  coping  self-efficacy,  perceived  stress,  and  perceived  social 
support.  In  addition  to  these  quantitative  measures  of  effectiveness,  qualitative  methods  may  be 
necessary  to  enrich  the  information  provided  by  the  quantitative  analyses.  Proudfoot  et  al.  urge 
researchers  to  recognize  additional  complexities  including  participant  preferences,  selection 
biases,  differential  dropout  rates,  and  the  appropriate  use  of  quantitative  and  qualitative  methods. 
Satisfaction 

Participants’  satisfaction  with  various  components  and  with  the  intervention  as  a  whole 
was  assessed  via  the  online  questionnaire  described  in  the  method  section.  This  questionnaire 
was  delivered  after  completion  of  the  intervention  as  part  of  the  outcome  evaluation.  In  addition 
to  Likert-type  questions  assessing  satisfaction  with  the  program,  there  were  open-ended 
questions  and  space  provided  for  participants  to  provide  additional  feedback.  This  qualitative 
information  was  to  supplement  the  satisfaction  ratings  and  provide  more  detailed  feedback. 

Results  &  Discussion 

The  results  of  the  process  and  outcome  evaluation  for  the  SupportNet  project  were 
conducted  by  use  of  quantitative  and  qualitative  methods.  Frequencies  and  descriptive  statistics 
(mean,  standard  deviation,  and  range)  were  provided  for  the  SupportNet  staff  process  evaluation 
questionnaire,  the  SupportNet  Satisfaction  Inventory  (SSI),  each  outcome  measure,  as  well  as 
metrics  on  SupportNet  website  usage  and  coaching. 

Internal  Process  Evaluation 
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Two  internal  process  evaluations  with  the  SupportNet  staff  were  conducted  within  a 


year’s  time.  The  first  evaluation  was  conducted  in  December  2012  and  qualitative  and 
quantitative  responses  were  received  from  four  (57%)  team  members  (see  Appendix  B).  The 
second  evaluation  was  conducted  after  the  start  of  the  SupportNet  RCT  in  September  2013.  The 
subsequent  evaluation  garnered  quantitative  responses  from  10  (90.1%)  team  members.  One 
team  member  did  not  fill  out  the  open-ended  responses  form;  therefore,  qualitative  responses 
were  collected  from  nine  members  (81.81%)  of  the  SupportNet  staff  (see  Appendix  C). 

Descriptive  statistics  of  items  on  the  internal  process  evaluation  questionnaire  from  Time 
1  and  Time  2  are  depicted  on  Table  1  below.  Agreement  with  responses  increased  from  the  first 
to  second  evaluation  for  all  items  except  for  item  numbers  2,  5,  and  9.  There  was  less  than  a  .2 
decrease  in  agreement  for  items  number  5  and  9.  The  largest  decrease  in  agreement  was  shown 
for  number  2  (Time  1:  M=  5.2,  SD  =  1.3;  Time  2:  M=  4.89,  SD  =  1.27),  indicating  that  team 
members  did  not  have  as  high  agreement  regarding  being  provided  the  proper  resources  to  carry 
out  their  respective  jobs.  It  should  be  noted  that  even  the  largest  decrease  in  agreement  was  less 
than  a  .5  mean  difference,  and  that  this  decrease  may  be  reflective  of  the  fact  that  the  response 
rate  for  the  second  evaluation  was  double  the  amount  of  the  first  evaluation. 


Table  1 

Descriptive  Statistics  for  SupportNet  internal  process  evaluation  questionnaire. _ 

Question  M  SD  Range 


T1 

T2 

T1 

T2 

T1 

T2 

1 .  The  SupportNet  project  will  reach  its 

goals. 

2. 1  have  been  given  the  proper  resources 

5.4 

5.67 

.55 

.5 

1 

1 

to  complete  my  tasks  on  the  project. 

3. 1  believe  everyone  knows  his/her  own 

5.2 

4.89 

1.3 

1.27 

3 

3 

specific  duties  who  work  on  the  project. 

4.  Everyone  is  accomplishing  their  duties 

4.8 

5.44 

1.79 

.53 

4 

1 

who  work  on  the  SupportNet  project. 

5 

5.67 

1.73 

.5 

4 

1 

5. 1  am  accomplishing  my  responsibilities 

5.8 

5.78 

.45 

.44 

1 

1 
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pertaining  to  the  SupportNet  project. 
6. 1  have  encountered  few  barriers  in 


reference  to  the  SupportNet  project. 

7. 1  believe  that  my  roles  on  the 

3.4 

3.67 

1.34 

1.41 

3 

4 

SupportNet  project  are  important. 

8. 1  believe  that  I  am  responsive  to 

5.6 

5.67 

.55 

.71 

1 

2 

suggestions  from  other  team  members. 

9. 1  listen  to  input  from  my  superiors  and 

5.4 

5.56 

.89 

.73 

2 

2 

my  peers. 

5.8 

5.67 

.45 

.5 

1 

1 

10. 1  believe  that  my  input  is  valuable. 

5.25 

5.67 

.83 

.5 

2 

1 

Note.Tl  =  Time  1,  T2  =  Time  2.  All  mean  scores  are  based  on  a  6-point  Likert-type  scale  with 
higher  numbers  indicating  greater  agreement  (1=  Strongly  Disagree  to  6  =  Strongly  Agree). 


A  long-table  approach  (Krueger  &  Casey,  2000)  was  employed  for  analyzing  the 
qualitative  open-ended  process  evaluation  responses,  which  entailed  taking  each  qualitative 
response  for  every  individual  and  then  comparing  respective  items,  side-by-side,  to  analyze 
similarities  and  extract  themes.  Results  from  both  evaluations  illustrated  that  team  members 
appeared  to  be  in  agreement  of  the  over-arching  goals  of  the  SupportNet  project;  however,  in  the 
second  process  evaluation,  team  members  also  cited  goals  that  seemed  consistent  with  their 
respective  roles  on  the  project  (i.e.,  “development  of  an  intervention  for  burnout  and  STS”  for 
member  of  the  SupportNet  intervention  development  group).  Regardless  of  the  varied  responses 
regarding  project  goals,  responses  illustrated  the  presence  of  strong  group  self-efficacy  and  an 
increase  in  team  cohesion,  despite  different  teams  from  different  areas  of  expertise.  SupportNet 
team  members  were  in  full-agreement  of  the  primary  group  to  be  affected  or  impacted  by  the 
outcome  of  the  SupportNet  project.  Team  members  were  unanimous  in  their  belief  that  the 
SupportNet  project  would  reach  its  goals,  with  a  majority  of  respondents  citing  comments  related 
to  the  quality  of  team  as  being  a  reason  for  their  confidence  in  both  Time  1  and  Time  2. 

Recommended  improvements  to  the  SupportNet  project  in  the  first  evaluation  by  staff 
members  included  comments  regarding  the  need  for  improved  communication  amongst  team 
members,  which  was  not  a  theme  present  during  the  second  evaluation.  Instead,  the  majority  of 
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team  members  eited  the  need  for  more  resources  to  better  the  intervention,  such  as  time  {n  =  2), 
money  {n  =  3),  and  technology  {n  =  2). 

The  majority  of  challenges  cited  were  consistent  across  both  evaluations,  with  barriers 
related  to  the  lack  of  military  support  and  changes  as  a  result  of  the  project  development  process 
being  prevalent.  Another  barrier  mentioned  during  the  second  evaluation  was  the  lack  of 
resources  provided,  such  as  time  constraints  being  an  obstacle  encountered  while  working  on  the 
project. 

SupportNet  Participant  Characteristics 

Military  mental  health  providers  randomized  into  the  SupportNet  RCT  were  aged  29-80 
(M=  49.43,  SD  =  12.38).  For  military  status,  18  providers  indicated  being  active  duty  (30%),  one 
affirmed  being  in  the  reserves  or  national  guard  (1.7%),  eight  indicated  being  retired  or  former 
military  (13.3%),  32  stated  having  no  military  service  (53.3%),  and  one  provider  did  not  provide 
their  military  status.  Forty-two  providers  were  female  (70%),  and  18  were  male  (30%).  Highest 
education  attainment  differed  across  providers,  with  16  (26.7%)  providers  having  a  master’s 
degree,  14  (23.3%)  having  post-master’s  educational  work,  and  30  (50%)  having  a  doctorate  or 
professional  degree.  Forty-seven  providers  (78.3%)  indicated  being  in  a  committed  relationship 
(i.e.,  are  married,  or  have  a  domestic  partner),  13  providers  (21.7%)  indicated  being  single.  The 
sample  of  providers  included  13  clinical  psychologists  (21.7%),  17  counselors  or 
psychotherapists  (28.3%),  three  marriage  and  family  therapists  (5%),  four  medical  doctors 
(6.7%),  four  psychiatrists  (6.7%),  one  physician  assistant  (1.7%)  and  9  social  workers  (15%). 
Nine  providers  (15%)  did  not  report  their  primary  professional  role. 

SupportNet  Process  Evaluation 
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In  the  RCT  phase  of  the  projeet,  the  SupportNet  staff  was  responsive  and  adaptive  to 
change  the  focus  of  the  intervention  as  a  function  of  the  results  of  the  prevalence  study 
measuring  burnout  and  STS,  as  well  as  the  instrument  scores  received  from  the  pre-intervention 
comprehensive  questionnaire.  Additionally,  the  scope  of  participants  was  expanded  to  include 
off-post  providers. 

Descriptive  statistics  for  the  SupportNet  website  usage  tracking  and  effect  sizes  are 
depicted  on  Table  2.  Results  of  an  independent  samples  t-test  found  a  statistically  significant 
difference  between  all  usage  measures  for  participants  who  were  coached  and  un-coached. 
Participants  who  received  coaching  showed  significantly  higher  usage  metrics  overall. 

Table  2 


Usage  Descriptive  Statistic  and  Cohen’s  d  for  Coached  {n=  11)  and  Un-Coached  {n=  10) 
Participants 


Usage 

M 

SD 

Min 

Max 

Cohen’s  d 

Number  of  Logins** 

10.62 

7.23 

2 

25 

.20 

Coaching 

16.73 

3.82 

11 

25 

No  Coaching 

3.9 

2.02 

2 

9 

Duration  of  Usage** 

5712.75 

9746.76 

187.81 

30487.81 

1.26 

Coaching 

10626.70 

11578.29 

251.70 

30487.81 

No  Coaching 

307.42 

424.9 

22.46 

935.07 

Number  of  Pages  Visited** 

187.81 

147.38 

29 

562 

2.26 

Coaching 

291.64 

132.86 

143 

562 

No  Coaching 

73.6 

31.4 

29 

139 

Note.  **  denotes  statistical  significant  difference  between  groups  at  p  <.01  level. 


A  proportion  of  participants  in  the  RCT  of  SupportNet  completed  the  SupportNet 
Satisfaction  Inventory  (SSI),  which  was  included  with  the  post-intervention  outcome  measures. 
Fourteen  participants  completed  the  SSI.  A  reliability  analysis  conducted  on  the  scale  garnered  a 
Cronbach’s  alpha  of  .93,  indicating  strong  internal  consistency  among  the  items.  Total  SSI  scores 
could  range  from  12  to  84.  The  minimum  total  SSI  score  was  23  and  the  maximum  was  75. 
Individual  and  total  descriptive  statistics  for  items  on  the  SSI  are  illustrated  on  Table  3. 
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Table  3 


SupportNet  Satisfaction  Inventory  Descriptive  Statistics  (n=  14) 


Question 

M 

SD 

Min 

Max 

1 .  Overall,  I  felt  satisfied  with  the  SupportNet  system. 

5.00 

1.41 

2.00 

7.00 

2.  The  SupportNet  system  met  my  expectations. 

4.71 

1.90 

1.00 

7.00 

3. 1  found  the  SupportNet  system  easy  to  use. 

5.07 

1.82 

1.00 

7.00 

4.  Overall,  I  found  the  site  engaging. 

5.07 

1.27 

2.00 

7.00 

5.  The  SupportNet  system  helped  me  to  build  or  improve  my 
professional  relationships. 

3.57 

1.60 

1.00 

7.00 

6.  The  SupportNet  system  required  too  much  of  my  time.* 

3.79 

1.53 

1.00 

7.00 

7.  Using  the  SupportNet  system  improved  my  confidence  in 
my  ability  to  cope  with  work  stress. 

4.43 

1.28 

2.00 

7.00 

8. 1  felt  the  coach  understood  me. 

5.21 

2.78 

1.00 

7.00 

9. 1  felt  the  coach  and  I  had  a  respectful  relationship. 

5.29 

2.81 

1.00 

7.00 

10.  The  coach  and  I  worked  on  what  I  wanted  to  work  on. 

5.29 

2.81 

1.00 

7.00 

1 1 . 1  felt  the  coach  and  I  had  a  good  connection. 

4.86 

2.98 

1.00 

7.00 

12.  Overall,  the  coaching  was  helpful. 

4.79 

2.94 

1.00 

7.00 

Total  Scale  Score 

56.86 

21.66 

23.00 

75.00 

Note.  All  mean  seores  are  based  on  a  7-point  Likert-type  scale  with  higher  numbers  indicating 
greater  agreement  (1=  Strongly  Disagree  to  7  =  Strongly  Agree) 


Individual  item  statistics  indicated  neither  agreement  nor  disagreement  {n  =  4)  to 
somewhat  agreement  {n  =  5)  for  the  majority  of  items.  The  items  with  the  lowest  means  were 
item  number  5  and  6,  which  indicated  participants  generally  somewhat  disagreed  that  the 
SupportNet  website  improved  their  professional  relationships  and  required  too  much  of  their 
time.  The  three  items  with  highest  agreement  were  related  to  coaching,  which  is  particularly 
notable,  because  the  sample  included  four  participants  that  did  not  receive  coaching  and 
subsequently  expressed  disagreement  with  the  coaching  statements. 

Seven  participants,  out  of  the  14  who  filled  out  the  post- intervention  comprehensive 
questionnaire  provided  responses  to  the  open-ended  questions  attached  at  the  end  of  the  SSI  (see 
Appendix  E).  When  inquired  about  the  ways  SupportNet  website  was  useful,  the  usability  of  the 
website,  enhanced  self-care,  resources,  and  coaching  were  prevalent  themes  extracted  from 
responses.  One  participant  remarked  that  the  intervention  was  “easy  to  use,”  and  another 
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mentioned  that  while  they  did  not  need  to  use  the  resourees  provided  by  the  intervention,  they 
found  the  “therauetioie  (sie)  allianee”  between  them  and  the  eoaeh  as  the  “number  one  thing” 
they  found  useful.  In  regards  to  enhaneed  self-eare,  one  partieipant  remarked  that  “the  site  was 
very  useful  in  motivating”  them  to  work  towards  “a  better  life  balanee.” 

Four  providers  provided  suggestions  for  how  the  SupportNet  website  eould  be  improved. 
Themes  for  responses  ineluded  the  following:  usability,  addressing  teehnieal  issues,  and 
resourees/eontent.  In  regards  to  usability,  one  partieipant  remarked  that  they  were  unable  to 
“figure  out  how  to  use  it  (the  website),  how  to  network”  and  they  mentioned  being  unsure 
whether  they  were  to  be  eontaeted  by  a  SupportNet  eoaeh.  It  should  be  mentioned  that  this 
partieipant  was  in  the  treatment-eontrol  group,  or  Trial  Group  C,  so  they  did  not  reeeive  aeeess  to 
eoaehing.  Another  partieipant  eited  the  teehnieal  issues  they  eneountered  while  using  the  site  and 
speeifieally  mentioned  how  they  were  unable  to  “suoeessfully  printout  from  various  eomputers 
the  life  balanee  wheel”  and  “had  to  reenter  data  several  times  on  the  life  balanee  wheel,  as  it 
(data)  was  somehow  lost,  after  saving  it.”  In  regards  to  resourees  and  eontent,  one  partieipant 
stated  their  laek  of  need  for  the  resourees  and  eontent  provided  by  the  SupportNet  website, 
whereas  another  partieipant  voieed  their  initial  exeitement  with  the  possibility  of  aeeessing 
artieles  and  resourees  in  the  resouree  room,  but  then  eited  their  disappointment  with  being  unable 
to  aeeess  entire  artieles,  as  they  were  hoping  to  “referenee  the  tools. .  .being  utilized.” 

Responses  to  what  ways  eoaehing  was  helpful  were  largely  positive.  Themes  extraeted 
from  responses  ineluded  support,  listening/human  interaetion,  helpfulness  for  goal  attainment 
and  eoaehing  as  being  informative.  The  listening  and  human  interaetion  eomponent  was  the  most 
eited  among  partieipants  {n  =  3).  One  provider  stated  there  was  “no  substitute  for  aeeurate 
empathie  listening”  and  another  partieipant  mentioned  how  they  “enjoyed  talking”  with  their 
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coach.  In  regards  to  coaching  being  informational,  one  partieipant  cited  “the  coaehing  was 
outstanding”  a  described  learning  “a  lot”  from  their  SupportNet  coaeh.  In  relation  to  the  themes 
of  goal  attainment  and  support,  one  provider  cited  that  their  coaeh  “was  very  supportive,  helpful, 
and  motivational  in  assisting”  them  “toward  aehieving  the  goals”  they  set  for  themselves. 
Another  provider  stated  that  their  eoaeh  “eheeking  in  eaeh  week  was  helpful”  in  keeping  them 
working  toward  their  goal.  Also  worth  mentioning  is  that  no  partieipants  provided  any 
suggestions  for  how  coaching  could  be  improved. 

When  asked  about  what  important  things  were  missing  from  the  SupportNet  website, 
partieipants  mentioned  an  improved  contact  area,  articles  and  actual  resources  that  eould  be 
applied  on  their  own.  When  asked  about  the  part  of  the  website  they  found  most  helpful, 
participants  varied  in  their  responses  (See  Appendix  E).  Only  four  components  were  refereneed 
in  responses.  The  greatest  agreement  was  shown  for  the  life-balance  wheel  {n  =  4),  followed  by 
the  goal-setting  component  {n  =  2).  Both  the  resouree  room  («  =  1)  and  self-assessment  (n  =  1) 
were  also  modules  mentioned  as  being  the  most  helpful  part  of  the  website.  Responses  to  what 
about  the  website  was  disliked  by  partieipants  reiterated  themes  from  the  question  regarding 
improvements,  with  technical  issues  and  usability,  or  intuitiveness  of  the  website  design  being 
prevalent  themes.  One  participant  mentioned  their  dislike  of  “eomputers  in  general,”  citing  their 
lack  of  interest  in  using  a  computer  to  access  the  intervention  at  home  after  being  on  a  computer 
all  day  for  work.  Another  partieipant  stated  disliking  the  “social  support  area”  or  networking 
component,  stating  they  were  uninterested  in  the  component  due  to  its  similarity  to  Facebook. 

Supplemental  quantitative  items  assessing  participants’  perceptions  of  SupportNet 
modules  and  website  were  included.  Descriptive  statistics  were  produced  for  eaeh  of  these  items 
(see  Appendix  F). 
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SupportNet  Outcome  Evaluation 

Correlational  analyses  were  used  to  illustrate  assoeiations  between  pre-intervention 
SupportNet  outeome  measures.  Results  are  displayed  on  Table  4. 


Table  4 

Pre-Intervention  Outcome  Measure  Correlation  Matrix  (n  =  60) 


1 

2 

3 

4 

5 

6 

1.  OLBI 

- 

_  32** 

22** 

_  yq** 

-  59** 

-.38** 

2.  WSBSE 

- 

_  44** 

29* 

43** 

.05 

3.  STSS 

- 

_  42** 

_  2Q** 

-.23* 

4.  STSES 

- 

.52** 

.35** 

5.  UWES 

- 

.27* 

6.  Readiness 

- 

Note:  OLBI  =  Oldenburg  Burnout  Inventory,  WSBSE  =  Work  Stress  Burnout  Management  Self- 
Effieaey,  STSS  =  Seeondary  Traumatic  Stress  Scale,  STSES  =  Secondary  Trauma  Self-Efficacy 
Scale,  UWES  =  Utrecht  Work  Engagement  Scale.  **  indicates />  <  .01.  *  indicates p  <  .05. 


Results  of  the  correlational  analyses  for  the  pre-intervention  outcome  measures  illustrated 
significant  correlations  between  burnout,  STS,  self-efficacy,  and  work  engagement  that  were 
consistent  with  the  theoretical  objectives  of  the  SupportNet  intervention.  Subsequent 
correlational  analyses  were  conducted  with  the  same  measures  post-intervention.  Results  of  this 
analysis  are  shown  on  Table  5.  These  results  indicated  that  the  positive  association  between 
burnout  and  STS,  as  well  as  the  inverse  association  between  burnout  and  work  engagement 
remained  significant  post-intervention,  but  no  significant  associations  were  found  for  burnout 
and  WSBSE,  and  STS  and  STSE,  which  were  results  contrary  to  the  theoretical  objectives  of  the 
SupportNet.  While  results  were  not  significant,  it  is  important  to  note  that  the  sample  size  in  the 
subsequent  correlational  analysis  was  remarkably  smaller  {n=  14)  than  the  pre-intervention 
analysis  sample  {n  =  60)  and  thus,  statistical  power  for  the  second  correlational  analysis  may 
have  been  inhibited. 

Table  5 

SupportNet  Post-Intervention  Outcome  Measure  Correlation  Matrix  (n=  14) 
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1 

2 

3 

4 

5 

6 

1.  OLBI 

- 

-.19 

-.25 

-.61* 

-.10 

2.  WSBSE 

- 

.18 

.86** 

.07 

.26 

3.  STSS 

- 

-.01 

-.30 

-.16 

4.  STSES 

- 

.08 

.18 

5.  UWES 

- 

.12 

6.  Readiness 

- 

Note:  **  indicates  />  <  .01.  *  indicates  p<  .05. 


In  order  to  highlight  relationships  between  post-intervention  SupportNet  outeomes,  usage 
traeking  measures,  and  exposure  to  eoaehing,  another  eorrelational  analysis  was  eondueted.  The 
results  of  the  analysis  are  illustrated  on  Table  6. 

The  eorrelational  analysis  showed  a  strong  assoeiation  between  SSI  seores,  number  of 
SupportNet  pages  aeeessed,  number  of  logins  to  the  SupportNet  website,  and  eoaehing.  This 
finding  illustrated  use  of  the  SupportNet  website  and  exposure  to  eoaehing  was  positively 
assoeiated  with  satisfaetion,  meaning  those  who  used  the  intervention  more,  were  likely  to  show 
higher  satisfaetion  with  the  intervention.  Additionally,  a  strong  inverse  eorrelation  was  found 
between  burnout  seores,  logins,  and  eoaohing. 

Table  6 


SupportNet  Post-Intervention  Outcome  Measure  Correlation  Matrix  (n=  11) 


1  2 

3 

4 

5 

6 

7 

8 

9 

10 

1.  OEBI 

-.04 

.71* 

-.06 

-.65* 

-.55 

-.55 

-.64* 

-.47 

-.68* 

2.  WSBSE 

- 

.43 

yQHssJc 

.14 

.34 

-.20 

-.04 

-.56 

.21 

3.  STSS 

- 

.25 

-.25 

-.21 

-.43 

-.45 

-.42 

-.35 

4.  STSES 

- 

.21 

.03 

-.29 

-.21 

-.62* 

-.10 

5.  UWES 

- 

.31 

.05 

.25 

.45 

.50 

6.  SSI 

- 

.66* 

.88** 

.21 

.95** 

7.  #  Pages 

- 

.91** 

.52 

.61* 

8.  #  Eogins 

- 

.48 

.86** 

9.  #  Mins  -  .43 
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10. Coaching 


Note:  SSI  =  SupportNet  Satisfaction  Inventory,  #  Page  =  Number  of  SupportNet  Pages  Visited,  # 
Logins  =  Number  of  Logins  to  the  SupportNet  website,  #  Mins  =  Number  of  minutes  logged  onto 
SupportNet  website.  **  indicates />  <  .01.  *  indicates p  <  .05. 

As  part  of  the  outeome  evaluation,  paired  sample  t-tests  were  eonducted  on  outeome 

measures  to  determine  whether  there  were  statistically  significant  differences  seen  from  pre-  to 
post- intervention.  Results  of  the  analysis  with  effeet  size  are  displayed  on  Table  7  below.  Results 
illustrated  no  statistieally  significant  differences  between  pre-  and  post-intervention  outcomes; 
however,  because  the  small  sample  size,  observations  of  the  means  were  deemed  more 
appropriate  in  determining  whether  there  were  ehanges  seen  from  before  and  after  use  of  the 
intervention.  There  was  a  general  deerease  observed  from  pre-  to  post-intervention  in  means  for 
burnout  scores  and  STS,  as  well  as  an  increase  in  WSBSE,  STSES  and  eHealth  readiness.  Aside 
from  the  inerease  seen  in  eHealth  readiness,  all  of  these  trends  were  consistent  with  the  outcome 
objectives  set  forth  by  the  SupportNet  team.  The  only  measure  that  did  not  display  any  change 
was  work  engagement,  which  showed  a  mean  deerease  of  .13. 

Table  7 


Paired  Sample  t-tests  and  Descriptive  Statistics  for  Intervention  Outcome 
Measures 


Usage 

M 

SD 

n 

t 

df 

P 

Cohen 

OEBI 

13 

1.90 

12.00 

.08 

A1 

Pre- 

41.38 

8.17 

Post- 

35.92 

9.50 

WSBSE 

15 

-1.83 

14.00 

.09 

A1 

Pre- 

46.53 

5.76 

Post- 

48.60 

5.42 

STSS 

14 

1.56 

13.00 

.14 

.37 

Pre- 

36.93 

12.36 

Post- 

33.00 

9.47 

STSES 

15 

-1.54 

14.00 

.15 

-.59 

Pre- 

40.87 

4.17 

Post- 

42.13 

3.91 

UWES 

15 

.14 

14.00 

.89 

.08 

Pre- 

36.40 

3.92 
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36.27 


5.05 


Post- 

Readiness  15  -.56  14.00  .59  .14 

Pre-  30.47  6.08 

Post- _ 31.33  8.09 _ 

**  indieates  />  <  .01.  *  indieates  p<  .05. 

Independent  sample  Mests  were  conducted  comparing  participants  who  received 
SupportNet  coaching  versus  those  who  did  not  receive  coaching.  No  statistically  significant 
differences  were  observed  for  any  outcome  measures,  aside  from  the  SSI,  t  (12)  =  -\\.55,p  < 
.001,  which  indicated  that  participants  who  received  coaching  had  significantly  higher 
satisfaction  than  those  who  did  not.  Descriptive  statistics  and  effect  size  for  each  of  the  post¬ 
intervention  outcomes  by  coaching  is  illustrated  on  Table  8. 

Table  8 


Independent  Samples  t-test  and  Descriptive  Statistics  for  Post  Intervention 
Outcomes  by  Coaching _ 


Usage 

M 

SD 

Min 

Max 

Cohen’s  d 

n 

OLBl 

Coaching 

33.67 

7.05 

25.00 

48.00 

-.72 

9 

No  Coaching 

40.60 

11.61 

35.00 

53.00 

5 

WSBSE 

Coaching 

48.20 

5.37 

41.00 

55.00 

-.21 

10 

No  Coaching 

49.40 

6.07 

40.00 

53.00 

5 

STSS 

Coaching 

33.80 

9.68 

19.00 

48.00 

.15 

10 

No  Coaching 

32.40 

9.21 

28.00 

43.00 

5 

STSES 

Coaching 

41.20 

3.46 

37.00 

47.00 

-.70 

10 

No  Coaching 

44.00 

4.47 

37.00 

46.00 

5 

UWES 

Coaching 

37.10 

5.36 

32.00 

45.00 

.51 

10 

No  Coaching 

34.60 

4.39 

28.00 

38.00 

5 

SSU* 

Coaching 

69.50 

7.29 

50.00 

75.00 

7.99 

10 

No  Coaching 

25.25 

2.87 

23.00 

29.00 

4 

Note.  **  indicates  p  <  .01. 

Despite  the  lack  of  statistically  significant  differences  seen  with  other  outcomes, 
observations  of  the  means  showed  that  those  who  were  coached  showed  less  burnout,  as  well  as 
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higher  STSES  and  work  engagement.  No  remarkable  differences  in  means  were  shown  for  STS 
and  WSBSE;  however,  this  t-test  was  conducted  with  small,  uneven  groups,  thereby  affecting  the 
statistical  power  of  the  analysis.  The  following  section  will  discuss  the  above  stated  results  in 
relation  to  the  evaluation  questions. 

Summary  and  Conclusions 

The  results  presented  in  the  previous  section  illustrated  the  data  used  to  inform  the 
process  and  outcome  evaluation  document.  The  following  section  will  briefly  summarize  the 
results  while  weaving  together  the  various  pieces  of  data  with  the  appropriate  evaluation 
questions  to  assess  the  process  and  outcome  of  the  SupportNet  intervention. 

Dose  delivered.  Technical  difficulties  aside,  all  intended  SupportNet  intervention 
components  were  implemented  according  to  plan.  While  delivery  methods  used  included 
telephone  audio,  email,  and  the  social  networking  module,  a  video  modality  was  not  used. 

Dose  received.  Results  of  the  process  evaluation  indicated  that  individuals  who  engaged 
the  most  with  the  intervention  and  received  coaching  (M=  69.50,  SD  =  7.29)  showed  higher 
satisfaction  with  the  intervention  overall.  Although  satisfaction  was  high  among  those  who 
engaged  the  most  with  the  intervention,  nonuse  attrition  for  the  RCT  was  an  issue,  as  60 
providers  were  randomized  into  one  of  three  trial  groups  and  only  21  (35%)  actually  logged  onto 
the  website  for  20  minutes  or  longer.  Dropout  attrition  was  also  an  issue,  as  only  15  (25%) 
participants  completed  the  post-intervention  comprehensive  questionnaire.  While  SupportNet 
coaching  sessions  seemed  to  enhance  adherence  to  the  intervention,  of  the  participants  in  Trial 
Groups  A  and  B  (n  =  39)  given  access  to  coaching;  only  1 1  actually  participated  in  the 
SupportNet  coaching  protocol. 
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In  regards  to  usefulness  of  the  intervention,  partieipants  cited  usefulness  (and  lack 
thereof)  of  different  modules,  but  varied  in  their  responses.  Participants  seemed  to  enjoy  the  life- 
balance  wheel  and  the  goal-setting  modules.  Overall,  the  theme  of  enhanced  self-care  seemed  to 
be  prevalent  in  regards  to  the  usefulness  of  the  website.  Those  who  received  coaching  cited  their 
satisfaction  with  the  coaching  protocol. 

Implementation.  Aside  from  being  unable  to  conduct  impact  evaluations,  use  video  as  a 
channel  for  delivery,  the  shift  of  focus  of  the  intervention  from  STS  to  burnout,  and  the  inclusion 
of  off-base  providers,  the  SupportNet  intervention  was  implemented  as  planned.  In  regards  to  the 
use  of  theory,  results  from  the  internal  process  evaluation  indicated  that  the  underlying  theory  of 
Social  Cognitive  Theory  was  a  prominent  fixture  in  the  project  objectives  and  the  development 
of  the  intervention.  Some  team  members  specifically  cited  their  belief  that  use  of  empirically- 
based  theory  was  a  major  strength  of  the  SupportNet  project,  while  others  also  stated  the  use  of 
theory  as  a  reason  that  the  project  would  meet  its  goals.  Thus,  the  SupportNet  intervention  was 
shown  to  be  implemented  consistently  with  the  underlying  theory  of  Social  Cognitive  Theory. 

Fidelity  to  treatment.  From  a  Social  Cognitive  Theory  perspective,  the  extent  to  which 
the  intervention  improved  military  behavioral  health  providers’  perceived  efficacy  to  cope  with 
the  demands  of  their  jobs  and  utilize  personal  professional  resources  effectively  represented  the 
fidelity  to  treatment  for  the  SupportNet  project.  In  the  end,  while  there  was  not  statistically 
significant  different  burnout,  WSBSE,  STS,  and  STSE  scores  from  pre-  to  post-intervention  (see 
Table  7)  there  were  trends  in  the  data  in  the  directionality  hypothesized  for  the  majority  of 
outcomes,  which  was  in  accordance  with  Social  Cognitive  Theory.  It  was  expected  the 
intervention  would  decrease  symptoms  of  burnout  and  STS,  while  increasing,  WSBSE,  and 
STSE.  The  only  measure  that  did  not  show  a  substantial  increase  or  decrease  was  work 
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engagement;  however,  deseriptive  statistics  for  work  engagement  by  coaching  exposure 
indicated  that  those  who  received  coaching  showed  a  higher  work  engagement  (see  Table  8). 

Results  of  the  SSI  indicated  that  the  majority  of  participants  neither  agreed  nor  disagreed 
with  the  statement  that  the  SupportNet  system  helped  to  improve  their  professional  relationships, 
but  largely  somewhat  agreed  with  the  statement  that  the  SupportNet  system  improved  their 
confidence  in  their  ability  to  cope  with  work  stress  (see  Table  3).  Additionally,  results  of  the 
SupportNet  staff  process  evaluation  questionnaire  indicated  that  the  majority  of  the  staff  agreed 
that  the  project  would  reach  its  goals  (see  Table  1).  Taken  together,  these  results  illustrated  the 
current  project  showed  adequate  fidelity  to  treatment. 

Reach  &  Recruitment,  The  SupportNet  intervention  used  a  convenience  sample 
recruited  through  cold  calls  made  to  military  mental  health  providers  across  the  nation  and 
through  research  solicitations  posted  on  professional  Listservs.  Participants  were  required  to  be 
mental  health  providers  with  at  least  one  military  trauma  client  currently  on  their  caseload.  As 
the  SupportNet  team  planned,  60  participants  were  included  in  the  RCT;  however,  the  response 
rate  for  the  pre-intervention  comprehensive  questionnaire  that  was  used  to  determine  eligibility 
for  inclusion  into  the  study  was  smaller  than  expected.  As  a  result,  the  cut-off  scores  for  burnout 
were  adjusted  by  the  SupportNet  team  in  order  to  allow  for  the  minimum  number  of  people  to 
participate  in  the  RCT.  The  burnout  cut-off  score  for  inclusion  was  a  scaled  score  of  2  (out  of  a 
possible  5).  While  60  providers  were  randomized  into  trial  groups,  it  is  unclear  whether  those 
who  were  included  were  actually  in  risk  of  burnout  and  thus,  a  part  of  the  SupportNet 
intervention’s  target  population. 

Context.  Given  the  demographics  of  the  target  population  trying  to  be  helped,  the  project 
faced  the  challenge  of  trying  to  engage  those  who  were  at  risk  of  burnout  due  to  higher  job 
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demands  and  lower  resourees  through  an  intervention  that  required  a  time  eommitment.  It  is 
possible  that  partieipants  did  not  engage  with  the  SupportNet  intervention  as  a  function  of  their 
level  of  burnout. 

Results  of  the  internal  process  evaluations  illustrated  the  barriers  faced  by  the  project  as 
the  result  of  weak  support  from  military  leaders.  Given  that  behavioral  health  in  the  military  is 
process-oriented,  it  is  likely  that  lack  of  support  from  key  military  stakeholders  was  an 
impediment  to  the  recruitment  of  behavioral  health  providers  on  base  at  Fort  Carson. 

The  project  team  began  recruitment  for  the  SupportNet  intervention  and  was  readying  the 
final  RCT  in  October  2013,  all  of  which  coincided  with  the  government  shutdown  that  occurred 
from  October  C'  to  October  16*,  2013.  The  shutdown  resulted  in  government  employees  across 
the  nation  being  furloughed  for  two  weeks.  Since  the  project  itself  was  funded  by  the  DoD,  the 
government  furlough  likely  affected  SupportNet  through  contract  delays  and  limiting  recruitment 
of  military  behavioral  health  providers  who  work  for  the  military. 

Outcome  evaluation.  Pre-intervention  outcomes  correlated  with  each  other  in 
accordance  with  the  project’s  hypotheses,  as  burnout  was  positively  correlated  with  STS,  and 
inversely  correlated  with  WSBSE,  STSES,  and  work  engagement.  Analyses  conducted  with 
post-intervention  outcomes  were  likely  affected  by  the  small  sample  size.  Eewer  correlations 
were  shown  among  the  post-intervention  outcomes,  as  the  burnout  measure  was  only  positively 
correlated  with  STS  and  negatively  correlated  with  work  engagement,  but  showed  no  significant 
correlations  with  either  self-efficacy  outcome  measure.  Results  of  a  paired  sample  t-test 
indicated  no  statistically  significant  differences  were  seen  among  the  outcomes  from  pre-  to  post¬ 
intervention.  However,  observation  of  the  descriptive  statistics  indicated  that  all  outcomes. 
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except  for  work  engagement,  trended  in  their  expected  directions  and  calculated  Cohen’s  d  effect 
sizes  ranged  from  medium  to  large  for  all  outcomes,  except  for  work  engagement. 

As  noted  above,  outcomes  were  likely  affected  by  the  small  sample  size  at  post¬ 
intervention,  in  addition  to  the  low  inclusionary  cut-off  for  the  burnout  measure.  While  outcomes 
of  the  SupportNet  project  did  not  garner  the  effects  expected,  these  initial  results  highlight  the 
potential  efficacy  of  the  intervention  in  the  future. 
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Appendix  A 


SupportNet  Staff  Process  Evaluation  Questionnaire 

Please  indicate  your  response  by  highlighting  one  of  the  ehoices  below  eaeh  question. 

1 .  The  SupportNet  projeet  will  reaeh  its  goals? 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

2.  I  have  been  given  the  proper  resourees  to  complete  my  tasks  on  the  SupportNet  project. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

3.  I  believe  everyone  knows  their  speeifie  duties  who  work  on  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

4.  Everyone  is  aeeomplishing  their  duties  who  work  on  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

5.  I  am  aeeomplishing  my  responsibilities  pertaining  to  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

6.  I  have  eneountered  few  barriers  in  reference  to  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

7.  I  believe  that  my  roles  on  the  projeet  are  important. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

8.  I  believe  that  I  am  responsive  to  suggestions  from  other  team  members. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

9.  I  listen  to  input  from  my  superiors  and  my  peers. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

10.  I  believe  that  my  input  is  valuable. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 
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SupportNet  Staff  Process  Evaluation  Open-Ended  Questions 


The  following  questions  are  part  of  the  ongoing  internal  proeess  evaluation  for  the  Trauma, 
Health,  and  Hazards  Center  SupportNet  projeet.  Please  answer  eaeh  question  honestly  and  to  the 
best  of  your  ability  or  to  the  best  of  your  knowledge.  Please  be  as  complete  as  you  can  in  your 
explanations.  Your  answers  are  eonfidential  and  will  only  be  shared  with  the  evaluation  team 
whieh  is  independent  of  the  SupportNet  team.  Individual  answers  will  be  eonsolidated 
statistically  and  reported  to  the  SupportNet  team.  The  purpose  of  these  questions  is  to  detail  the 
working  of  the  SupportNet  team  and  to  understand  what  roles  are  present  and  how  eaeh  member 
views  the  current  projeet  and  its  execution.  Please  do  not  discuss  this  questionnaire  with  any  of 
your  peers  until  all  data  has  been  colleeted. 

What  are  the  goals  of  the  SupportNet  project? 

What  primary  and  secondary  groups  will  he  affected/impacted  hy  the  outcome  of  the 
SupportNet  project?  How? 

What  do  you  see  to  he  the  major  strengths  of  the  SupportNet  project  (weakness)? 

Do  you  think  that  the  SupportNet  project  will  reach  its  goals?  Why  or  why  not? 

How  would  you  improve  the  SupportNet  project? 

What  harriers  have  been  encountered  in  respect  to  the  SupportNet  project  so  far? 

What  are  your  roles  on  the  SupportNet  project  (Primary  and  secondary)? 

Who  works  with  you  on  the  SupportNet  project? 

What  are  their  roles? 

What  information  was  not  addressed  within  this  questionnaire  that  should  have  been? 


Demographics  information 

Please  indicate  your  selection  using  the  Word  highlighter  function. 
Which  category  below  describes  your  age? 

18-20 
21-29 
30-39 
40-49 
50-59 
60-69 
70  or  older 
Gender 

Male 

Eemale 
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Which  of  the  following  best  describes  your  current  occupation  (role?)? 

Case  Manager 
Counselor 

General  practitioner  or  medical  doctor 
Medical  Nurse 
Mental  Health  Nurse 
Other  (please  specify :) 

Project  Director 
Psychiatrist 
Psychologist 
Research  Assistant 
Research  Director 
Social  Worker 

Which  best  describes  your  race/ethnicity  (may  choose  more  than  one) 

African-American/Black 
Asian  or  Pacific  Islander 
European- AmericanAVhite 
Latin- American/Hispanic 
Native  American 
Other  (please  specify) 

What  is  the  highest  degree  of  education  you  have  received? 

High  School 
Associates  degree 
Bachelor’s  degree 
Master’s  degree 
Doctorate 

What  education  or  training  have  you  received  related  to  trauma  treatment  (check  all  that 
apply)? 

Completed  at  least  one  Trauma  training  course  or  workshop 
Completed  multiple  Trauma  training  courses  and/or  workshops  (at  least  3) 

Certified  in  Trauma  treatment 

Master’s  degree  with  specialization  in  Trauma 

Doctorate  degree  with  specialization  in  Trauma 

None 

Have  you  ever  served  in  the  military?  If  yes,  in  what  capacity  and  for  how  long? 

How  long  have  you  been  working  on  the  SupportNet  project? 

When  will  your  work  on  the  SupportNet  project  end? 


Thank  you  for  your  time. 
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Appendix  B 


Process  Evaluation  Open-Ended  Responses  (Deeember  2012) 

1 .  What  are  the  goals  of  the  SupportNet  project? 

•  Reduee/prevent  job  burnout  and  STS  in  military  mental  health  providers  (4). 

•  Develop  intervention  and  test  its  effeetiveness  (4) 

•  Researeh  work  engagement  and  seeondary  traumatic  growth  (1) 

•  Summary;  Team  members  appear  to  be  in  agreement  and  have  a  elear  pieture  of  the  goals 
of  the  projeet. 

2.  What  primary  and  secondary  groups  will  be  affected/impacted  by  the  outcome  of  the 
SupportNet  project?  How? 

•  Primary  group  impaeted; 

•  Military  mental  health  providers  (4) 

•  How? 

•  Outeome  of  projeet  may  assist  this  primary  group  by  teaehing  them  skills  to 
prevent  the  development  of  STS  and  job  burnout  through  inereasing  work/life 
balanee,  work  engagement,  soeial  support,  and  eoping  self-effieaey.  (1) 

•  Seeondary  group  impaeted; 

•  All  mental  health  providers  (2) 

•  Eamily  members  and  leadership  working  with  MMHP  (1) 

•  Researehers  will  benefit  from  inereased  knowledge  (1) 

3 .  What  do  you  see  as  the  major  strengths  and  weaknesses  of  the  SupportNet  project? 

•  Strengths; 

•  The  people  involved  in  the  projeet  /  the  team  members!  (3) 

•  Knowledge,  experienee,  expertise  in  various  areas  (3) 

•  Researeh  and  Clinieal  expertise  (2) 

•  Solid  empirieal  and  theoretieal  basis  for  intervention  (1) 

•  Weaknesses; 

•  Challenges  of  working  with  the  military  as  an  outsider,  and  resistanee  to  the 
projeet  by  military  leadership.  (2) 

•  Organizational  demands  without  neeessary  resourees,  and  the  organizational 
elimate  makes  progress  diffieult.  (1) 

•  Omitted  (1) 

•  Summary;  Team  members  agree  that  the  team  members  bring  different  expertise  to  the 
projeet  and  eollaborate  with  eaeh  other  as  a  strength  of  the  projeet.  The  ehallenges  of 
working  with  the  military  are  eited  as  a  weakness. 

4.  Do  you  think  the  SN project  will  reach  its  goals?  Why  or  why  not? 

•  Yes,  beeause  of  eontributions  of  the  strong  team  of  people  involved.  (2) 

•  Yes,  the  team  will  meet  many  of  its  goals.  We  have  a  lot  of  goals  we  are  striving  for,  and 
as  part  of  the  proeess  of  sueh  an  effort,  some  goals  may  need  to  be  prioritized  over  others 
and  some  goals  may  be  omitted  beeause  of  eonfliet  with  higher  priority  goals.  (1) 
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•  “I  hope  so.”  (1) 

•  Summary;  All  team  members  are  in  agreement  (albeit  a  qualified  agreement)  that 
SupportNet  will  reaeh  its  goals. 

5 .  How  would  you  improve  the  SN  project? 

•  Communication  among  team  members  could  be  improved.  (2) 

•  Clarify  specific  tasks  and  deadlines,  and  work  toward  making  the  design  elements  clear 
and  concrete.  (1) 

•  More  time  and  money.  (1) 

•  It  would  be  improved  if  we  had  stronger  support  from  inside  Fort  Carson.  (1) 

6.  What  barriers  have  been  encountered  so  far? 

•  Lack  of  support  from  Fort  Carson  (3) 

o  Leadership  changes  at  Fort  Carson  which  requires  obtaining  buy-in  from  each 
new  leader.  (1) 

•  Organizational  processes  have  delayed  the  project  unnecessarily.  (1) 

•  Changes  in  team  members.  (1) 

•  For  the  technology  portion  of  the  intervention,  there  was  the  change  from  using  an 
outside  company  to  using  in-house  resources. 

•  Deciding  which  aspects  of  the  intervention  are  necessary  and  which  can  be  cut.  (1) 

7.  What  are  your  roles  on  the  SN  project?  Primary  and  secondary? 

o  All  team  members  seemed  clear  as  to  his  or  her  own  role. 

8.  Who  works  with  you?  What  are  their  roles? 

*  Everyone  (did  not  specify  individuals  or  individual  roles).  (2) 

*  Clearly  specified  roles  of  5  key  team  members  (1). 

*  Clearly  specified  roles  of  those  who  worked  with  closely.  (1) 

*  Summary:  May  benefit  from  more  interaction,  more  experience  with  all  team 
members  so  understand  everyone’s  role  and  their  skill  sets. 
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Appendix  C 


Process  Evaluation  #2  Open-Ended  Responses  (September  2013) 

1.  What  are  the  goals  of  the  SupportNet  project? 

Burnout  and  STS  in  MHP 

1 .  Eearning  (aka  researeh)  (7) 

2.  Development  (aka  clinieal  or  teeh)  (4) 

3.  Treatment  Delivery  (5) 

Intervention 

1 .  Eearning  (aka  researeh)  (4) 

2.  Development  (aka  clinieal  or  teeh)  (3) 

3.  Treatment  Delivery  (2) 

Work  Engagement  and  Secondary  Traumatic  Growth 

1 .  Eearning  (aka  researeh)  (3) 

2.  Development  (aka  clinieal  or  teeh)  (2) 

3.  Treatment  Delivery  (2) 

Tone: 

•  Positive  (0) 

•  Negative  (0) 

•  Ambivalent  (9) 

Summary: 

•  Team  members  seem  to  be  in  agreement  of  eertain  themes  more  than  others. 

•  Some  team  members’  responses  were  eonsistent  with  goals  of  their  respeetive  team. 

2.  What  primary  and  secondary  groups  will  be  affected/impacted  by  the  outcome  of  the 
SupportNet  project?  How? 

Primary 

•  Mental  Health  Providers  (4) 

•  Military  Mental  Health  Providers  (5) 

How!? 

•  Inerease  work  engagement  (1) 

•  Reduee  burnout  (2) 

•  Inerease  self-effieaey  (2) 

•  Eaeilitate  soeial  support  (2) 

Seeondary 

•  Clients  of  MHPs  (5) 

•  Mental  Health  Providers  (2) 

•  UCCSTeam(l) 

•  Anyone  experieneing  STS  and  burnout  (1) 

•  Publie  Poliey  for  Mental  Health  Providers  (1) 

•  Researehers  (1) 
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•  Behavioral  Health  Organizations  (1) 

•  Providers’  Support  System  (1) 

•  Management  (1) 

Tone: 

•  Positive  (1) 

•  Negative  (0) 

•  Ambivalent  (8) 

3.  What  do  you  see  to  be  the  major  strengths  of  the  SupportNet  project  (weakness)? 
Strengths: 

•  Team  (17) 

o  Teamwork  (1) 
o  Experienee  (2) 
o  Skills  (2) 
o  Strong  leadership  (1) 
o  Knowledge  (1) 
o  Quality  (2) 
o  Communication  (1) 
o  Organization  (2) 

•  Intervention  (6) 

o  Empirically-based  theory  (2) 
o  Empirically-based  design  (1) 
o  Empirically-based  development  (1) 
o  Technology  (2) 

Weaknesses 

•  None  (2) 

•  Size(l) 

•  Cohesion  (1) 

•  University  organizational  structure  (1) 

•  Military  support  (4) 

•  Time  (2) 

•  Singular  theoretical  orientation  (1) 

Tone: 

•  Positive  (3) 

•  Negative  (2) 

•  Ambivalent  (4) 

Summary: 

•  Empirically  there  are  far  more  positive  strengths;  however,  there  are  weaknesses  that 
have  been  brought  to  light.  Some  people  expressed  their  concerns  that  the  weaknesses  might  be 
problematic. 
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•  While  there  were  clearly  more  strengths  than  weaknesses,  weaknesses  were 
primarily  idiosyncratic  (aside  from  military  support) 

4.  Do  you  think  that  the  SupportNet project  will  reach  its  goals?  Why  or  why  not? 

•  Yes!!  (9) 

o  Because  the  quality  of  the  team  (7) 

■  Experience  (1) 

■  Motivation  and  hardwork  (4) 
o  Because  quality  of  development  (3) 

■  Clear  vision  (1) 

■  Detailed  (1) 

■  Empirically  driven  (1) 
o  Because  strong  IT  platform  (1) 

o  Because  we  will  learn  about  burnout  and  STS  (1) 

Tone: 

•  Positive  (7) 

•  Ambivalent  (2) 

•  Negative  (0) 

Summary: 

•  Tone  is  far  more  positive  here  than  in  comparison  with  the  other  questions  containing 
more  ambivalent  tones. 

5.  How  would  you  improve  the  SupportNet  project? 

•  None!  (2) 

•  More  resources  to  better  the  intervention  (7) 

o  Time  (2) 
o  Money  (3) 
o  Technology  (1) 

•  Distractions  (2) 

o  Eimit  Jokes  (1) 

•  Eewer  Meetings  (1) 

•  Incorporate  key  military  into  team  (I) 

Tone: 

•  Positive  (2) 

•  Negative  (0) 

•  Ambivalent  (7) 

6.  What  barriers  have  been  encountered  in  respect  to  the  SupportNet  project  so  far? 

•  Nothing  much!  (I) 

•  External  Sources  (6) 

o  Eack  of  Support  from  Eort  Carson  (3) 
o  Contract  Delays  (I) 
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o  IRB  Responsiveness  (1) 

•  Resources  (4) 

o  Time  (2) 

•  Decision-making  (1) 

•  Scheduling  Meetings  (1) 

•  Participant  Recruitment  (1) 

Tone: 

•  Positive  (2) 

•  Negative  (3) 

•  Ambivalent  (4) 

7.  What  are  your  roles  on  the  SupportNet  project  (Primary  and  secondary)? 

•  Team  members  seemed  clear  as  to  his  or  her  own  role  (8) 

•  Not  answered  (1) 

8.  Who  works  with  you  on  the  SupportNet  project?  What  are  their  roles? 

•  Perception  of  behavior  on  project  is  devoted  to  primary  function  (2) 

•  Perception  of  behavior  on  project  is  balanced  between  primary  and  secondary  functions 

(3) 

•  Perception  of  behavior  on  project  is  general  and  spread  across  different  functions  and 
domains  (2) 

•  Everyone  (1) 

•  Not  answered  (1) 

9.  What  information  was  not  addressed  within  this  questionnaire  that  should  have  been? 

•  Growth  from  working  on  the  project  (1) 
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Appendix  D 


SupportNet  Satisfaction  Inventory 

A.  Looking  back  on  your  experience  using  the  SupportNet  system  and  coaching  sessions,  please 
indicate  the  extent  to  which  you  agree  or  disagree  with  the  following  statements: 


Strongly  Disagree  Disagree  Mildly  Disagree  Mildly  Agree  Agree  Strongly  Agree  N/A 

1 .  Overall,  I  felt  satisfied  with  the  SupportNet  system. 

2.  The  SupportNet  system  met  my  expectations. 

3.  I  found  SupportNet  easy  to  use. 

4.  Overall,  I  found  the  site  engaging. 

5.  SupportNet  helped  me  to  build  or  improve  my  professional  relationships. 

6.  SupportNet  required  too  much  of  my  time.* 

7.  Using  SupportNet  improved  my  eonfidence  in  my  ability  to  cope  with  work  stress. 

8.  I  felt  the  coaeh  understood  me. 

9.  I  felt  the  eoaeh  and  I  had  a  respectful  relationship. 

10.  The  coaeh  and  I  worked  on  what  I  wanted  to  work  on. 

11.  I  felt  the  eoaeh  and  I  had  a  good  eonneetion. 

12.  Overall,  the  eoaehing  was  helpful. 


Note:  *Reverse  seored  item 


B.  Please  answer  the  following  open-ended  questions  with  as  much  detail  as  possible: 

1 .  In  what  ways  did  you  find  the  SupportNet  website  useful?  How  eould  the  website  be  improved? 

2.  In  what  ways  did  you  find  the  eoaehing  helpful?  How  eould  the  eoaehing  be  improved? 
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Appendix  E 


SupportNet  Satisfaction  Inventory  Qualitative  Responses 

la.  In  what  ways  did  you  find  the  SupportNet  wehsite  useful?  (7) 

Usability  (1) 

o  “Easy  to  use.” 

Enhanced  Self-Care  (4) 

o  “Learned  new  teehniques  and  to  take  time  for  myself.” 

o  “Good  ideas  in  the  Take  5  seetion  to  use  during  the  day” 

o  “The  site  was  very  useful  in  motivating  me  to  work  on  a  better  life  balanee. . .” 

Provided  Resources  (1) 

o  “Self  assessment,  resourees  were  good.” 

Coaching  (2) 

o  “During  this  eoaehing  period,  I  had  a  death  of  a  parent,  I  did  find  the  eoaehing  helpful 
and  the  strategies  for  avoiding  burnout,  I  took  it  to  my  personal  life  and  found  it  very 
helpful.” 

o  “I  knew  all  the  resources...  did  not  need  them,  sorry.  The  theraeutoic  (sic)  alliance 
between  the  eoaeh  and  I  was  the  number  one  thing  that  provided  assist  to  me.” 

■  Speeific  Website  Modules  Mentioned  (4) 

1 .  Resourees/Resouree  Room  ( 1 ) 

2.  Life  Balanee  (1) 

3.  Self-Assessments  (1) 

4.  Take-5  (1) 

Ih,  How  could  the  wehsite  he  improved?  (4) 

Usability  (1) 

o  “I  eould  not  figure  out  how  to  use  it,  how  to  network  or  if  I  was  supposed  to  be  eontaeted 
by  a  eoaeh.” 

Address  Technical  Issues  (1) 

o  “My  coach's  profile  pieture  was  never  displayed.  I  eould  not  suoeessfully  printout  from 
various  eomputers  the  life  balanee  wheel.  I  had  to  reenter  data  several  times  on  the  life 
balanee  wheel,  as  it  was  somehow  lost,  after  saving  it.” 

Resources/Content  (2) 

o  “I  knew  all  the  resourees...  did  not  need  them.” 

o  “I  was  really  exeited  about  reading  the  artieles  and  aeeessing  those  resourees.  However, 
all  you  eould  get  from  the  program  was  the  abstraet.  Overall,  I  found  this  very 
disappointing  as  I  like  to  be  able  to  referenee  the  tools  that  are  being  utilized.” 

Unsure  (1) 

2a.  In  what  ways  did  you  find  the  coaching  helpful?  (7) 

Supportive  (2) 
o  “Support.” 

Listening/Human  Interaction  (3) 
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o  “listening  was  the  best.” 

o  “There  is  no  substitute  for  aeeurate  empathie  listening.” 

o  “I  enjoyed  talking  with _ and  diseussing  a  few  eases. . .” 

Helpful  with  Goal  Attainment  (2) 

o  “My  coaeh  was  very  supportive,  helpful,  and  motivational  in  assisting  me  toward 
aehieving  the  goals  I  set  for  myself” 

o  “Cheeking  in  eaeh  week  was  helpful  in  keeping  me  working  toward  my  goal.” 
Informative  (2) 

o  “The  eoaehing  was  outstanding  and  I  learned  a  lot  from  my  eoaeh.” 
o  “Coaehing  was  exeellent,  very  useful  to  see*  the  distanee  between  thinking  and  doing.” 

2b.  How  could  the  coaching  be  improved?  (0) 

No  Suggestions  Provided 


What  important  things  did  you  feel  were  missing  from  the  SupportNet  website? 

o  “maybe  I  am  to  (sie)  old.  But  I  am  on  a  MHS  eomuter  (sie)  all  day,  why  the  hell  would  I 
want  to  go  it  when  I  get  home?” 

o  “Perhaps  a  more  improved  eontaet  area,  i.e.  a  ehat  room,  more  uploaded  pietures  on  the 
profiles  of  participants  and  coaches.” 
o  “I  think  it  was  adequate  and  a  good  starting  point.” 
o  “Articles.  Actual  resources  that  I  could  apply  on  my  own.” 

Please  tell  us  which  part  of  the  website  you  found  the  most  helpful. 

o  Life-Balance  Wheel  (4) 
o  Goal-Setting  (2) 
o  Resource  Room  (1) 
o  Self-Assessment  (1) 

Please  tell  us  what  you  most  dislike  about  the  website. 

o  “It  was  not  very  intuitive,  printing  challenges,  data  loss.” 
o  “Locked  *out*  and  resetti*ng  password  not**  *easy” 
o  “Adding/editing  goals  was  not  so  easy.” 
o  “It’s  not  the  website— its  computers  in  general.” 

o  “Not  clear  cut  what  to  do.  I  couldn't  initiate  anything  relevant  for  me.  I  was  hoping  it 
would  be  an  intervention  I  could  use  since  things  have  been  getting  worse  but  I  was 
unable  to  figure  it  out.” 

o  “The  social  support  area.  I  am  not  interested  in  that;  it  reminded  me  of  facebook. 
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Appendix  F 

Descriptive  Statistics  for  SupportNet  Website  Questions 


Item 

M 

SD 

Min 

Max 

r, 

1. 1  gained  something  positive  from  working  on  Goal  Setting 

3.77 

1.24 

1 

5 

T 

2. 1  gained  something  positive  from  working  on  Self-Assessment. 

4 

1.12 

1 

5 

i: 

3. 1  gained  something  positive  from  working  on  Resource  Room 

3.15 

1.28 

1 

5 

i: 

4. 1  gained  something  positive  from  working  on  Social  Networking 

2.54 

.88 

1 

4 

i: 

5.  Goal  Setting  component  was  user  friendly. 

3.75 

.87 

2 

5 

i: 

6.  Self-Assessment  component  was  user  friendly. 

3.82 

.87 

2 

5 

1 

7.  Resource  Room  component  was  user  friendly. 

3.91 

.83 

2 

5 

1 

8.  Social  Networking  component  was  user  friendly 

4 

.98 

2 

5 

1 

9. 1  believe  that  1  am  more  able  to  deal  with  things  in  my  life  because  of 
what  1  learned  from  the  Goal  Setting  component. 

3 

.79 

2 

4 

i: 

10. 1  believe  that  1  am  more  able  to  deal  with  things  in  my  life  because  of 
what  1  learned  from  the  Self-Assessment  component. 

3.33 

.78 

2 

4 

i: 

10. 1  believe  that  1  am  more  able  to  deal  with  things  in  my  life  because  of 
what  1  learned  from  the  Resource  Room  component. 

3.08 

.67 

2 

4 

i: 

11.1  believe  that  1  am  more  able  to  deal  with  things  in  my  life  because  of 
what  1  learned  from  the  Social  Networking  component. 

2.83 

.72 

2 

4 

i: 

12. 1  would  recommend  the  Goal  Setting  to  other  BHPs. 

3.58 

.9 

2 

5 

13.1  would  recommend  the  Self-Assessment  component  to  other  BHPs. 

3.58 

.9 

2 

5 

14. 1  would  recommend  the  SupportNet  resource  room  component  to  other 
BHPs. 

3.75 

1.06 

2 

5 

15.1  would  recommend  the  Social  Networking  component  to  other  BHPs. 

3.33 

.89 

2 

5 

16.  The  Goal  Setting  addressed  many  of  my  needs  and  concerns. 

3.25 

.97 

2 

5 

17.  The  Self-Assessment  component  addressed  many  of  my  needs  and 
concerns. 

3.5 

.9 

2 

5 

18.  The  Resource  Room  component  addressed  many  of  my  needs  and 
concerns. 

3 

.95 

1 

4 

19.  The  Social  Networking  component  addressed  many  of  my  needs  and 
concerns. 

2.67 

.78 

1 

4 

20. 1  feel  that  my  awareness  of  secondary  traumatic  stress  has  increased 
since  1  started  using  the  SupportNet  website. 

4.71 

1.38 

2 

7 

21.1  feel  that  my  awareness  of  job  burnout  has  increased  since  1  started 
using  the  SupportNet  website. 

4.79 

1.37 

2 

7 

22. 1  feel  that  the  quality  of  self-care  activities  has  increased  since  1  started 
using  the  SupportNet  website. 

5.14 

1.35 

3 

7 

23. 1  feel  that  the  quality  of  social  support  around  me  has  increased  since  1 
started  using  the  SupportNet  website. 

4.29 

1.44 

2 

7 

24. 1  feel  that  1  am  more  capable  of  coping  with  work  stress  than  before  1 
started  using  the  SupportNet  website. 

4.43 

1.22 

2 

7 

25. 1  feel  that  1  spend  more  time  on  self-care  activities  than  before  1  started 
using  the  SupportNet  website. 

4.5 

1.51 

2 

7 

Note.  All  mean  scores  are  based  on  a  5 -point  Likert-type  scale  with  higher  numbers  indicating  greater 
agreement  (1=  Strongly  Disagree  to  5  =  Strongly  Agree).  BHPs  =  Behavioral  healthcare  providers. 
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Appendix  XVI:  International  Society  for  Traumatic  Stress  Studies  Paper  on  Secondary 
Traumatic  Stress  among  Army  Mental  Health  Providers. 
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Secondary  Trauma  in  Military 
Mental  Health  Providers 

Charles  C.  Benight,  Ph.D. 

Professor  of  Psychology 
Director  CU;  Trauma,  Health,  &  Hazards  Center 
University  of  Colorado  Colorado  Springs 


This  presentation  was  made  possible  by  a  research  grant  awarded  to  Charles  C.  Benight  and  administered  by  the  U.S. 
Army  Medical  Research  &  Materiel  Command  (USAMRMC)  and  the  Telemedicine  &  Advanced  Technology  Research 
Center  (TATRC)  at  Fort  Detrick,  MD  under  Contract  Number  W81XWH-11-2-0153. 

Sincere  thanks  to  the  hospital  command  and  behavioral  health  department  at  Fort  Caron. 

The  views  expressed  in  this  article  are  solely  those  of  the  authors  and  do  not  represent  an  endorsement  by  or  the  official 
policy  of  the  U.S.  Army,  the  Department  of  Defense,  or  the  U.S.  Government. 
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International  Society 
for  Traumatic  Stress  Studies 

ISTSS  29th  Annual  Meeting 


Resilience  After  Trauma: 

From  Surviving  to  Thriving 

November  7-9, 2013 
Pre-Me«tlng  Institutes,  November  6 

Philadelphia  Marriott  Dovi/ntown,  Philadelphia,  PA  USA 


Continuing  Medical  Education  Commercial  Disclosure 


Boston  University  School  of  Medicine  asks  all  individuals  involved  in  the  development  and  presentation 
of  Continuing  Medical  Education  (CME)  activities  to  disclose  all  relationships  with  commercial  interests. 
This  information  is  disclosed  to  CME  activity  participants.  Boston  University  School  of  Medicine  has 
procedures  to  resolve  apparent  conflicts  of  interest.  In  addition,  presenters  are  asked  to  disclose  when 
any  discussion  of  unapproved  use  of  pharmaceuticals  and  devices  is  being  discussed. 

I,  Charles  Benight,  have  the  following  commercial  relationship  (s)  to  disclose: 

BlueSun,  Inc.,  President  CEO  and  stock  holder.  I  will  not  be  discussing  any  data  relative  to  this 
relationship. 
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Research  Team 


•  Dr.  Roman  Cieslak 

•  Dr.  Kotaro  Shoji 

•  Dr.  Valerie  Anderson 

•  Dr.  Judith  Bock 


•  Dr.  Fred  Gibson 

•  Dr.  Bret  Moore 

•  Dr.  Alan  Peterson 
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Overview  of  Problem 


•  No  available  information  on  secondary 
traumatic  stress  prevalence  estimates  in 
military  mental  health  providers. 

•  The  Department  of  Veterans  Affairs  has 
observed  a  huge  increase  in  the  number  of 
patients  with  PTSD  receiving  behavioral  health 
services,  from  139,062  in  1997  to  279,256  in 
2005  (Rosenheck  and  Fontana,  2007). 
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Overview  of  Problem 


•  Over  1.6  million  troops  have 
been  deployed  in  Iraq  and 
Afghanistan.  Approximately 
10  to  14%  will  be  diagnosed 
with  PTSD. 

•  More  than  60,000  troops 
have  done  3  or  more  tours. 

•  Approximately,  31,882  and 
6,773  have  been  reported 
as  wounded  in  action  in  OIF 
and  OEF,  respectively. 


182 


THE  MENTAL  HEALTH  DEMAND  IS 
BEYOND  COMPARE. 
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Overview:  PTSD-like  diagnosis  of 
Secondary  Traumatic  Stress  met  by: 

•  15.2%  of  social  workers  (Bride,  2007). 

•  19%  of  substance  abuse  counselors  (Bride  et  al.,  2009). 

•  20.8%  of  providers  treating  family  or  sexual  violence 
(Choi,  2011a). 

•  32.8%  of  emergency  nurses  (Dominguez-Gomez  and 

•  Rutledge,  2009). 

•  34%  of  child  protective  services  workers  (Bride  et  al., 
2007). 

•  39%  of  juvenile  justice  education  workers  (Smith 
Hatcher  et  al.,  2011). 
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Support  Net  Project:  Research  Aims 

•  Aim  1:  Determine  the  current  level  of 
secondary  trauma,  burnout  and  work 
engagement  in  military  mental  health 
providers. 

•  Aim  2:  Evaluate  the  utility  of  social  cognitive 
theory  as  a  framework  for  understanding  the 
stress  process  for  military  mental  health 
providers. 
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Theoretical  Model;  SupportNet  Study 


Sp«cilwJab 

Demands: 
Indirect  Exposure 
to  Trauma 
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Procedure 


•  Data  were  collected  by  means  of  an  online  survey.  An 
e-mail  with  information  about  the  SupportNet  study 
and  a  link  to  the  survey  was  sent  to  on-post  and  off- 
post  behavioral  health  providers  working  with  military 
patients. 

•  Off-post  providers  received  an  invitation  to  the  study 
through  an  online  newsletter  sent  by  TriWest 
Healthcare  Alliance. 

•  The  on-post  providers  were  contacted  by  e-mail  sent 
by  the  director  of  the  Department  of  Behavioral  Health 
at  Evans  Army  Community  Hospital  at  Fort  Carson,  CO 
and  by  the  Psychology  Consultant  to  the  U.S.  Army 
Surgeon  General. 
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Participants 


•  Of  339  participants  224  (66%)  met  the  inclusion  criteria 
(working  at  least  one  year  as  a  clinical  psychologist, 
counselor,  or  social  worker;  providing  services  for  a  military 
population;  and  being  indirectly  exposed  to  trauma  through 
work  with  patients). 

•  Slightly  more  than  half  of  the  sample  was  serving  as  on- 
post  (57%)  and  the  rest  as  off-post  (43%)  behavioral  health 
providers. 

•  Equally  split  between  those  who  did  and  did  not  have  any 
military  experience  (44%  and  56%,  respectively). 

•  19%  had  deployed  to  a  combat  zone  at  least  once. 

•  The  average  age  was  48.92  (SD  =  13.04)  years  and  the 
average  length  of  work  experience  was  16.40  (SD  =  10.42) 
years. 

•  The  participants  were  predominantly  women  (67%) 
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Therapy  Orientations 


90%  Cognitive  Behavioral  Therapy 

42%  Cognitive  Processing  Therapy 

30%  Prolonged  Exposure 

29%  Eye  Movement  Desensitization  and 
Reprocessing 


Indirect  and  Direct  Trauma  Exposure 


•  Indirect  Exposure  and  Appraisal  of  the  impact  of 
indirect  exposure.  Participants  were  asked  to 
assess  how  hearing  about  each  checked  event  in 
the  STES  affected  them.  The  responses  are  given 
on  a  1  to  7  scale  (from  ''Very  Negative"  through 
"Neutral"  to  "Very  Positive"). 

•  Direct  Exposure:  List  of  10  potentially  traumatic 
events  included  in  the  STES:  "How  many  of  the 
types  of  traumatic  events  listed  above  have  you 
personally  experienced?"  (scale  from  0  to  10). 
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Secondary  Traumatic  Stress  &  Burnout 

•  Secondary  Traumatic  Stress  Scale  (Bride  et  al., 
2004).  17-items  that  match  the  list  of  symptoms 
corresponds  to  the  B,  C,  and  D  diagnostic 
criteria  for  PTSD  specified  in  the  DSM-IV-TR. 
Responses  were  given  on  a  1  to  5  scale  (from 
^^Never"  to  "Very  Often"). 

•  Oldenberg  Burnout  Inventory.  Assesses 
cognitive  and  physical  components  of 
exhaustion. 
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Work  characteristics  and  professional 

support. 

•  Primary  occupational  role  (clinical  psychologist,  counselor, 
psychotherapist,  or  social  worker),  therapeutic  approaches 
used  in  work  with  clients  (CBT,  CPT,  PE,  EMDR). 

•  Employment  status  (part-time,  full  time). 

•  Years  of  work  experience  as  a  mental  health  provider. 

•  The  exact  number  of  hours  of  individual  and  group  supervision 
received  monthly,  and  frequency  of  professional  peer  support 
(scale  1-7:  Never;  A  few  days  in  a  year;  One  day  a  month;  A 
few  days  a  month;  One  day  a  week;  A  few  days  a  week;  Every 
day). 

•  Workload  in  the  last  month:  constrained  by  (1)  having  too 
much  paperwork  and  (2)  having  too  many  patients  (scale  1-5: 
Less  than  once  per  month  or  never;  Once  or  twice  per  month; 
Once  or  twice  per  week;  Once  or  twice  per  day;  Several  times 
per  day). 
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Findings  and  Implications 
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Frequency  and  Percentage  of  Behavioral  Health  Providers  Meeting 
Diagnostic  Criteria  for  Secondary  Traumatic  Stress  Criteria  Due  to  on 
Indirect  Trauma  Exposure  through  a  Practice  with  Traumatized 

Military  Patients 


Criteria 

n 

% 

None  criteria  met 

76 

33.9 

Criterion  B:  Intrusion 

129 

57.6 

Criterion  C:  Avoidance 

67 

29.9 

Criterion  D:  Arousal 

79 

35.3 

Criteria  B  and  C 

53 

23.7 

Criteria  B  and  D 

66 

29.5 

Criteria  C  and  D 

51 

22.8 

Criteria  B.  C,  and  D 

43 

19.2 
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Correlates  of  STS 


•  STS  correlated 
significantly  with: 

-  Too  much  paperwork 
(r  =  .23). 

-  Too  many  patients. 

(r  =  .35) 

-  Direct  exposure  to  trauma 
(r  =  .21) 

-  Indirect  exposure  ratio  of 
trauma  patients  (r  =  -.14) 

-  Appraisal  of  indirect 
exposure  {r  =  -.37). 
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Next  Steps:  Mechanism  Analysis 
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Cultivation  and  Enabling  Hypotheses 


Cultivation  Hypothesis 


Enabling  Hypothesis 


CFI  =  .985,  RMSEA  =  .055,  SRMR  =  .039 
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Discussion 


•  STS  levels  with  all  major  criteria  in  this  sample 
were  significant  (19%).  Similar  to  other  health 
providers. 

•  Several  important  workplace  correlates  including 
appraisal  of  the  indirect  exposure,  amount  of 
direct  exposure,  paperwork  level,  and  patient 
load. 

•  Mechanisms  between  demands,  resources,  and 
negative  outcomes  must  be  determined.  Self- 
efficacy  and  social  support  may  play  key  roles. 
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Interventions 


•  Implications  for  supportive  interventions  that 
reduce  work  related  demands  and  increase 
interpersonal  and  intrapersonal  resources. 

•  No  RCT  data  exists  for  military  mental  health 
provider  secondary  trauma/burnout 
interventions 
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SupportNet  Project:  Intervention 

Phase 
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SupportNet  Project 


Coaching 
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Caregivers  Need  Evidenced  Based 
Support  Too... 
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Appendix  XVII:  CONSORT  Flow  Chart  for  the  SupportNet  RCT 
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Enrollment 


Allocation 


Follow-Up 


Analysis 
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